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Uncommon Dysfunction of Scapular 
Rotation in Chest Surgical Patients 


A Clinical Study of Give Patients 


Harry B. Doppelt, B.S., and Jacob Goldberg, M.D. 


Introduction: The uncommon findings of scap- 
ular rotation dysfunction reported herein were ob- 
served on tuberculous patients who had undergone 
thoracoplasty operations. These patients were en- 
countered during the course of another study of 
the shoulder girdle dysfunction following thora- 
coplasty combined with partial scapulectomy. 

The uncommon findings observed in the five 
patients studied resulted directly from surgery in 
four instances, while in the fifth the shoulder 
girdle dysfunction was largely traceable to a pre- 
existing deformity of the scapula. 

It is hoped that the data here presented will add 
some clinical information to the accumulated store 
of knowledge of shoulder girdle dysfunction. 

The movement of abduction of the humerus will 
be used mostly to illustrate scapular rotation dys- 
function and the associated disturbance of scapulo- 
humeral rhythm and glenohumeral joint limita- 
tion, when such limitation is present. 

Chief, Physical Therapy (Mr. Doppelt), Chief, Physical Medicine 
Rehabilitation Service (Dr. Goldberg), Veterans Administration Hos 
pital, Castle Point, N. Y. 

Reviewed in the Veterans Administration and published with the ap- 
proval of the Chief Medical Director. The statements and conclusions 
published by the authors are the result of their own study and do 


not necessarily reflect the opinion or policy of the Veterans Admin- 
istration, 
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Thoracoplasty—A thoracoplasty consists of a 
subperiosteal resection of ribs for the purpose of 
permanently collapsing the chest wall to relax the 
underlying lung or to obliterate a space resulting 
from empyema or the resection of all or part of a 
lung. Surgery is performed in one to four stages 
and as many as ten ribs may be resected. 

The usual thoracoplasty procedure at Castle 
Point entails the resection of five or six ribs in two 
stages or a seven or eight-rib resection in three 
stages, including the transverse processes. The 
posterior approach is used in most cases through 
a hockey-stick type of incision. (See Figure 1.) 
The shoulder girdle muscles incised are the mid- 
dle and lower fibers of the trapezius, the rhom- 
boideus minor and major, the latissimus dorsi, and 
the serratus anterior. 

Of the five patients studied, two were operated 
upon at Castle Point and three underwent surgery 
elsewhere, coming to this institution for conva- 
lescent care. 


Usual Findings of Shoulder Girdle Function 
Following Thoracoplasty: Experience has shown 
that the thoracoplasty patient with an uncompli- 
cated postoperative course will usually display a 
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slight disturbance of scapulohumeral rhythm on 
the operated side, associated with either normal 
range (See Figure 2.) of near normal range 
within 15 to 20 degrees—of arm abduction. (See 
Figure 3.) The disturbance of scapulohumeral 
rhythm is evident during arm abduction, at which 
time the vertebral border of the scapula protrudes 
posteriorly, somewhat, from the chest wall. (See 
Figures 2, 3.) 


Presentation of Patients 


Patients 1, 2, and 3 have in common a severance 
of the long thoracic nerve, which complication is 
a result of the thoracoplasty operations. 

Patient 1 is a 46-year-old patient who had a 
two-stage, five-cib resection performed prior to 
coming to Castle Point for convalescent care 
Figure 4 shows the characteristic findings after 
severance of the long thoracic nerve. A posterior 
view of the scapula on the operated side, with 
the arms at rest, shows the scapula elevated and 

tipped” forward. The vertebral border, from the 
superior angle to and including the inferior angle, 
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patient who underwent 


fhree-slage n-viD f resected in 


tient who Dé 


racoplasty. Range 0 Range of arm abduction 
thduction is equal bilat left is 180 degrees, 


erally. Vertebral border of 162 degree 
right scapula protrude der of right 


} 


meubhat posteriori irudeé lightly 


Figure 1. 


A. The thoracoplasty incision through the first 
layer of back muscles cuts through the trapeziu 
and the latissimus dorsi 
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Figure 4. Abduction of 
the arms to a right angle 
causes the right scapula 
to become more promt- 
nent posteriorly and the 
vertebral border slightly 
more vertical than the 
rest. Condition is diag- 
nosed as a severed right 
long thoracic nerve, re- 


sulting from surgery 


Figure 5. Roentgeno- 
gram indicates right 
scapula is displaced me- 
dially and inward-ro- 
tated; vertebral border 
and inferior angle are 
prominent. Attempt to 
abduct right arm beyond 
90 degrees causes arm 
to move anteriorly to- 
ward flexion. (The right 


long thoracic nerve was 


severed during surgery.) 
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protrudes posteriorly in a conspicuous fashion. 
Che roentgenogram shows the scapula to be ele- 
vated, rotated inward slightly, and displaced medi- 
ally. Medial displacement of the scapula is a 
common finding after thoracoplasty. 

Abduction of the arms to a right angle, in 
Patient 1, causes the vertebral border of the scapula 
on the operated side to become more prominent 
posteriorly (See Figure 4.) and slightly more ver- 
tical than when at rest. An attempt to abduct the 
arm beyond the right angle causes the arm to move 
anteriorly toward flexion, true abduction being 
limited to about 90 degrees. Passively the arm can 
be abducted to the full range but the patient can- 
not maintain the full range position unassisted. 


Patient 2 is a 42-year-old patient who under- 
went a six-rib thoracoplasty in two stages. The 
findings here (See Figure 5.) are similar to those 
in Patient 1. (See Figure 4.) 


Patient 3 is a 39-year-old patient (See Figure 6.) 

who received a right upper lobectomy, a pleurec- 
tomy, and resection of the posterolateral portions 
of ribs 2, 3, 4, and 5—all performed in one stage. 
A cardiac condition necessitated confinement to 
the oxygen tent during the first postoperative week. 
When movement on the operated side was started, 
active arm abduction was limited to 70 degrees and 
passive abduction to 90 degrees. After eight weeks 
of active exercise and gentle stretching the patient 
was able to abduct the arm to 90 degrees and pas- 
sive motion was possible to within 10 degrees of 
that on the unoperated side. Tension in the incised 
latissimus dorsi, and probable adhesion formation 
between the scapula and the adjacent tissues on 
the chest. wall, were responsible for the original 
and residual limitation of passive arm abduction 
The behavior of the shoulder girdle during active 
movement is typical of long thoracic nerve seve:- 
ance. (See Figure 6.) 
Patient 4 is a 27-year-old patient who was given 
a three-stage, seven-rib thoracoplasty at another in- 
stitution. The winging of the scapula observed in 
this patient (See Figure 7.) appears similar to that 
seen in the patients with long thoracic nerve in- 
volvement, with the important exception that Pa- 
tient 4 is able to rotate the scapula upward on the 
operated side and thereby is also able to perform 
the full range of arm abduction. 

A muscle test of Patient 4 shows the rhomboids 
and middle trapezius with good, though not nor- 
mal, strength. The lower trapezius is atrophied 
with no palpable sign of contraction. The serratus 
anterior is of fair strength and its lower fibers can 
be felt to contract during scapular and arm move- 
ments 
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Patient 5 is a 27-ycar-old patient (See Figure 8.) 
who had six ribs resected in two stages at another 
hospital. The initial impression of the operated 
shoulder girdle was that of a severed long thoracic 
nerve. However, the degree of chest deformity ob- 
served in this patient was greater than that usually 
encountered after a two-stage, six-rib thoracoplasty. 
The patient volunteered the information that there 
had been some chest deformity prior to surgery. 
Examination of the operated side revealed a scap- 
ula somewhat smaller in size than its opposite 
member, as well as the absence of the pectoralis 
minor, the sternocostal portion of the pectoralis 
major, and the serratus anterior. These observa- 
tions, together with the chest deformity and the 
roentgenographic finding of an elevated, adducted, 
and markedly inward-rotated scapula, led to the 
diagnosis of Sprengel’s deformity, a congenital 
anomaly of the scapula. 


Discussion 


Scapulohumeral Rhythm: Normally the scapula 
and the humerus participate simultaneously during 
arm abduction. It has been observed roentgeno- 
graphically that a fairly constant relationship ob- 
tains between movement in the glenohumeral joint 
and in the scapulothoracic joint. Except for in- 
dividual variability during the first 30 degrees of 
motion, for each 15 degrees of humeral abduction 
10 degrees of motion takes place in the gleno- 
humeral joint and 5 degrees in the scapulothoracic 
joint, up to the full excursion of movement to 170- 
180 degrees. Throughout arm abduction the scap- 
ula remains in close contact with the thorax and 
rotates outward and upward, the inferior angle 
moving toward the axilla. 


Scapular Rotation: Scapular rotation during arm 
abduction normally calls forth the simultaneous 
contraction of two groups of muscles, an upper 
and a lower group. The upper component consists 
of the levator scapulae, the upper fibers of the 
trapezius, and the upper portion of the serratus 
anterior. The lower group is comprised of the 
lower fibers of the trapezius and the lower digita- 
tions of the serratus anterior. 

Severance of the long thoracic nerve, as noted in 
Patients 1, 2, and 3 (See Figures 4, 5, 6.), imter- 
feres with scapular rotation and limits arm abduc- 
tion to about 90 degrees of motion. These patients, 
in addition to having a paralysis of the serratus 
anterior, have also suffered a weakening of the 
middle and lower fibers of the trapezius and of 
the rhomboids. This is an additional factor con- 
tributing to the shoulder girdle dysfunction. 

Several writers have noted that complete paral- 
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Figure 6. Observed from 
posiertor view, the riz 

vertebral border and in 
fertor angle protrude from 
the chest wall. With the 


arms flexed and the scap 


ulae abducted, the rigbl 


vertebral border wings 


quite conspire uously 


Figure 7. Vertebral bor- 
der protrudes quite no- 
ticeably. Normal contour 
of right lower trapeziu 
is absent. (Condition di 
agne sed as a poor site o 
reatlacbment of tie er 
ratus anterior following 
separation of this muscle 


from the resected rib.) 
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ysis of the serratus anterior limits arm abduction 
to 90 degrees of movement. This would indicate 
that the trapezius, although it contracts strongly 
to stabilize the scapula during arm abduction, is 
incapable of performing scapular rotation inde 
pendently. The Kendalls, however, state that a 
strong trapezius, in the absence of serratus anterior 
function, can rotate the scapula and the patient 
is able to abduct the arm overhead, though not to 
completion and with little endurance 

The writers of this article suspect that when 
paralysis of the serratus anterior is due to any 
cause other than complete severance of the long 
thoracic nerve, there is a strong possibility of the 
paralysis being incomplete if the patient is capable 
of overhead arm movements. Patient 4 (See Fig- 
ure 7.) seems to illustrate this observation. 

The winging of the scapula observed in Patient 
i during flexion and abduction of the humerus 
immediately suggests paralysis of the serratus an- 
terior. The muscle test, on the other hand, indi- 
cates that the serratus anterior is functioning with 
fair strength. Even if we were to assume for the 
moment that the serratus anterior were completely 
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paralyzed and that the trapezius alone could rotate 
the scapula, Patient 4, with his full range of arm 
abduction, is apparent proof of the contrary, since 
this patient lacks function of the lower 
trapezius 

The Chief of Surgery at Castle Point, com- 
menting on Patient 4, feels that the disturbed func- 
tioning of the serratus anterior is probably due to 
a poor site of reattachment, which occurred after 
this muscle had been separated from the resected 
ribs during the thoracoplasty operations. 

The patient with Sprengel’s deformity (Patient 
5, Figure 8) gives a somewhat accentuated picture, 
like those with a severed long thoracic nerve. In 
this instance the shoulder girdle dysfunction is 
due to a congenital absence of the serratus anterior 
muscle 


also 


Summary and Conclusions 


1. Five tuberculous chest surgical patients with 
uncommon findings of scapular rotation dysfunc- 
tion were presented. 

> 


2. The shoulder girdle dysfunction noted was 
due directly to surgery in four instances and in 
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one case was caused essentially by a pre-existing 
deformity of the scapula. 

3. It was found that the three patients with 
severed long thoracic nerves were unable to abduct 
the humerus beyond 90 degrees, due to an inability 
to rotate the scapula. This was also true of the 
patient with the scapular deformity, in whom was 
found a congenital absence of the serratus anterior. 
The fifth patient, whose scapula winged quite 
prominently during arm abduction and flexion, 
could perform the full range of glenohumeral 
movements. A muscle test showed fair power of 
the serratus anterior, no palpable evidence of 
lower trapezius function, and slight weakness of 
the middle trapezius and of the rhomboids. 

4. It is felt that marked winging of the scapula 
during abduction or flexion of the humerus is not 
an indisputable sign of paralysis of the serratus 
anterior when the patient is able to perform the 
full, or nearly full, range of movement. The au- 
thors believe that when normal or near normal 
range of arm movements is possible, in the face 
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of a markedly flaring scapula, the serratus anterior 
retains some degree of power. It is probable that 
the trapezius, in the absence of serratus anterior 
function, is incapable of rotating the scapula, with 
consequent limitation of arm abduction to about 
90 degrees of motion. 


Rererences 


1. Doppelt, H. B., and Goldberg, J.: Shoulder Girdle Dysfunction 

Following Thoracoplasty Combined with Partial 

J. of Thoracic Surgery, 21 :584-599, June 195). 

Goldberg, J., Friedlander, 8., Doppelt, H. B., and Miller, D. E. 

Physical Therapy in Post-Thoracoplasty, Amer. Rev. Tuber., 00 

189-205, (Aug.) 1949 

Inman, V. T Saunders, J. B. De C. M., and Abbott, L. ¢ 

Observations on the Function of the Shoulder Joint, J. Bone and 

Joint Surg., 25:1-30, (Jan.) 1944, 

Brunnstrom, Signe: Muscle Testing Around the Shoulder Girdle 
Bone and Joint Surg., 23:263-272, (April) 1941 

Signe: Comparative Strength of Muscles with Similar 

Function, Physio. Rev., 26:59-65, (March-April) 1946, 

Wright, Wilhelmine: Muscle Function, Paul B. Hoeber, Inc., New 

York, 1928 

Thompson 


Scapulectomy. 


Brunnstrom 


George C. V Paralysis of the Serratus Anterior Mus 
cle Complicating Dislocation of the Shoulder, Med. J 
1 :231-232, (Feb. 22) 1941 

Griffin, J. P.: Isolated Paralysis of the Serratus Anterior Muscle 
J. Indiana State Med. Assn., 42:1068.69, (Oct.) 1949. 

Kendall, Henry O., and Kendall, Florence P Muscles: Testing 
and Function, The Williams and Wilkins Co., Baltimore, 1949 
p. 127 


Australia 


Meet Our New Contributors 


Helen C. Coburn, senior therapist, Butterworth 
Hospital, Grand Rapids, Mich. Miss Coburn received 
her B.S. degree in physical education from Skidmore 
College, and her M.A from Teachers College, 
Columbia University. Her physical therapy training was 
at Hospital for Special Surgery in New York City. Miss 
Coburn has been a physical therapist at Children’s Hos 
pital School of Baltimore, Maryland; Open Air School 
of Columbus, Ohio; and University of Kansas Medical 
School, Department of Physical Medicine. She is a mem 
ber of the American Physical Therapy Association and 
the American Registry of Physical Therapists 


degree 


Hyman L. Dervitz, senior physical therapist, New 
York State Rehabilitation Hospital, West Haverstraw, 
N. Y. Mr. Dervitz was graduated from the Columbia 
University School of Physical Therapy in 1949. He is a 
member of the American Physical Therapy Association 
and the American Registry of Physical Therapists 


Harry B. Doppelt, Chief Physical Therapist, Vet 
erans Administration Hospital, Castle Point, N. Y. Mr 
Doppelt attended the Savage School for Physical Educa 
tion, and received a bachelor of science degree in educa 
tion from Rutgers University. He did graduate work at 
New York University and received his physical therapy 
training at the Hospital for the Ruptured and Crippled 
Mr. Doppelt served as a senior physical therapist with 


the State Health Department in Albany, New York. He 
is a member of the American Registry of Physical Thera 
pists 


Jacob Goldberg, M.D., Chief, Physical Medicine Re 
habilitation Service, Veterans Administration Hospital, 
Castle Point, N. Y. Dr. Goldberg was graduated from 
New York University Medical School. He is a member 
of the American Trudeau Society and a Diplomate of 
the American Board of Internal Medicine 


Margaret A. Hukill, physical therapist, Butterworth 
Hospital, Grand Rapids, Mich. Miss Hukill received her 
B.S. degree in education from the University of Wis- 
consin and her physical therapy training at the Baruch 
Center of Physical Medicine, Medical College of Vir- 
ginia. She has served as a physical therapist at the Chil- 
dren's Hospital of Columbus, Ohio; University of Kan- 
sas Medical School; and Children’s Convalescent Home 
of Cincinnati, Ohio. Miss Hukill is a member of the 
American Physical Therapy Association and the American 
Registry of Physical Therapists. 


Oscar C. Sampson, Acting Supervising Physical 
Therapist, Physical Rehabilitation Section, New York 
State Rehabilitation Hospital, West Haverstraw, N. Y 
Mr. Sampson was graduated from the New York Uni 
versity School of Physical Therapy in 1949. He is a 
member of the American Physical Therapy Association 
and the American Registry of Physical Therapists 





Le np eam 


Adjustable, Collapsible Parallel Bars 


Helen C. Coburn and Margaret A. Hukill 


The desire to have as complete a physical ther- 
ipy rehabilitation unit as possible within the limits 
of inadequate space led us to devise, with the 
invaluable technical assistance of Maintenance En- 
gineer Russell Stites, a set of adjustable, collapsible 
Par illel bars 

These parallel bars can be used with equal se- 

ity by all patients—from the two-year-old with 
spina bifida, attempting her first upright locomo 
tion, to the six-foot two-hundred-pounder with 
1 spinal cord disability, taking his first steps fully 

ed. Different heights and widths can be ad- 

sted quickly and accurately by any one member 
of our staff with a few turns of the set screws 
When not in use, the bars may be collapsed and 
placed against the wall, freeing valuable floor 
space for other activities. The over-all weight of 
the unit is such that one physical therapist can 
ransport it with no assistance. In constructing the 
bars, Mr. Stites not only made them sturdy yet 
lightweight, but gave them a utilitarian, stream- 
lined ippearance 

We have found these parallel bars indispensable 

the needs of a three-hundred-bed general med 
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Figure 2 


Figure 


Small adjustments suitable for child 
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Dismaniled component parts 
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Figure 5. Unoccupied erect unit. 


ical hospital. The gait training of the patients has 
been greatly facilitated, and the convenience to 
the physical therapists is immeasurable. 

We submit the following descriptions, diagrams 
with specifications, and photographs: 


Over-all unit length 
Over-all unit width 


Over-all unit height 
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ith} 
42°. 

















Figure 6. End Vieu 


Releasing the set screws allows adjustments in 
height from 23” to 43”, with ten choices marked 
and numbered at rising 2” intervals, as well as 
adjustments in width from 14” to 28”, with seven 
choices marked and numbered at 2” intervals 
These choices provide sizes of parallel walking 
bars ranging from 86” x 14” x 23” to 86” x 28” 
x 43”, length, width, and height respectively; 
with various combinations according to the 2” in 
terval adjustments in height and width 

The portable weight is 45 pounds 





=80 
































Figure 


5° = 60" 


Side Vieu 





= 
ee 


a 











of Parallel Bars 





THE PHysicAL THERAPY REVIEW Vol. 31, No. 8 


Construction materials are as follows In December 1950, the steel materials were 
available at an approximate cost of seven cents per 


Black steel pipe 
" ~ toot 
2 lengths of 84” each (34,” inside diameter) 
i lengths of 22” each (4” inside diameter) 


2 lengths of 12” each (1/,” inside diameter ) 


ack steel rod 


>>" 


i lengths of each ( 4,” diameter ) 


> lengths of 16” each (14” diameter) 

2 lengths of 25” each (3¢” diameter) which 
become a 90-50-40-degree-angle bra 
whose base is 91/4”, altitude, 13” 


Cold rolled steel 


Fr 


lengths of 42” each (1” width and 


thickness ) 


Six elevation set screws of 14,” diameter which 
are placed 44,” from pipe ends for securing 
rod adjustments in height and width 

” diameter 

to cover the open ends of pipe handle bars 


Four rubber suction crutch tips of 


8 


All junctions are welded and the complete unit 
s sprayed with aluminum lacquer. F 


jeure 8. Set screw adjustment detail 





The Yse of Lead-up Gunctional Exercises 
te Supplement Mat Work 
Exercise Without Apparatus or Equipment 


Morton Hoberman, M.D., Erbert F. Cicenia, Hyman L. Dervitz, 


and Oscar C. Sampson 


With the rapid development of rehabilitation in 
physical therapy during the past decade, the im- 
portance and scope of mat exercises in the physical 
rehabilitation plan for handicapped patients have 
greatly increased. During and following World 
War II, the use of bed and mat exercises during 
convalescence to maintain and restore physical 
fitness received widespread attention. Two points 
of view seem to have developed concerning the 
use of mat exercises to offset the effects of decon- 
ditioning and to maintain general physical fitness. 
One group believes that, once the patient receives 
braces and commences ambulatory progressions, 
mat exercises may be discontinued, since ambula- 
tion is strenuous enough to combat physical de- 
terioration. Kessler and Abramson seem to go 
along with this school of thought, stating that, 
when the patient's ability to ambulate has in- 
creased, it is no longer necessary to continue with 
mat exercises. Others are of the opinion that ambu- 
lation of itself is not sufficient activity to develop 
or maintain total physical fitness; that mat exercises 
must be continued as a basic element in the con- 
tinued rehabilitation of the disabled patient. This 
group has frequently cited the work of McCloy, 
which indicated that ambulation per se did not 
prevent deconditioning. 

We tend to hold the latter opinion for several 
reasons. First, physical fitness, as we see it, is the 
ability to perform physical activities repeatedly 
without undue fatigue. It is obvious then that the 
physical demands of the handicapped individual, 
who depends upon wheelchair, braces, and crutches 


Physical Rehabilitation Section 
Rehabilitation Hospital 


—eeeee 
Y 


West Haverstraw 
A companion article, on exercise with apparatus or equipment, will 
appear in the September issue of the Review 
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for the independent performance of all the essen- 
tial activities of daily living, are greater than those 
of individuals with all their motor faculties. Thus, 
a high level of physical fitness must be developed 
by the disabled patient, and, if he is to improve 
his physical fitness and maintain it, he must exer- 
cise to the limit of his tolerance and train for tasks 
of greater severity than those to be faced normally 
Second, we feel that ambulation is a poor criterion 
to use in determining whether or not an individual 
should participate in a mat exercise program. We 
have found that most disabled patients become 
crutch walkers before they have attained those 
capabilities (strength, balance, coordination, etc. ) 
necessary to perform successfully other daily activi- 
ties (walk up and down steps, get in and out of 
bed, be able to get from wheelchair to an ordinary 
chair or from wheelchair to an erect position with 
braces and crutches, etc.). Many, if not all, of 
these other activities can be and should be initiated 
as well as continued in the mat exercise program. 
Through mat work, those muscles needed for other 
daily activities, which are not utilized ordinarily 
in ambulation, can be developed. Besides, ambula- 
tion tends to have, on the whole, a one-sided 
effect, for it necessitates continued repetition of 
the same movements and keeps the body in the 
same position for a length of time. Mat exercises, 
properly constructed, on the other hand, can be 
all-round in their effects, reaching those muscles 
and areas not ordinarily involved in ambulation. 

Recently, different workers in the field have ex- 
pressed the opinion that the mat is the most suit- 
able place to develop those muscle groups needed 
in ambulation. Bennett and Stephens, in their 
work with poliomyelitis patients, report that mat 
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activities are ideal for strengthening muscles neces 
sary for crutch and cane walking. Deaver 
that all rehabilitation programs should 
among other things, an exercise program to de 
velop strength in the crutch-walking muscles. 

At the New York State Rehabilitation Hospital, 
the mat exercise program aims beyond the prepara 
tion for ambulatory demands and the development 
of good physical condition. It recognizes the lead 
up values of certain movements and exercises as 
aids in improving the patient's ability to learn and 
to perform specifically chosen daily activity skills 
The theory that mat exercises should have func 
tional carry-over to daily activities is supported 
by Brown, who states that a large group of funda 
mental exercises leading to daily activities may be 
performed on mats. We have collected and devised 
a series of mat exercises which we believe attempts 
to achieve these latter goals and have designated 
them as “Lead up Functional Exercises."” These ex 
ercises are so designated because they involve a 
particular movement or series of movements from 
certain daily activity skills which, when properly 
taught, learned, and executed, will lead to better 
whtievement and performance of these activities 
The coordination and kinesiology in lead-up func 
tional exercises are near-replicas of the more highly 
intricate daily activity skill. Lead-up functional eo 
should supplement rather than supplant 
the ordinary Considerable 
stress is placed on the value of these exercises to 
enhance balance, coordination, and speed in the 
disabled patient who is quite flexible and has good 
strength in his upper extremities 


States 
include, 


ercises 


mat exercise program 


The method of exercise therapy presented is 
based upon approved therapeutic procedures and 


provides those exeicises which the authors feel 
can be adapted readily to the disabled patient's 
needs, interests, and capacity. The 
scribed are not to be considered as an all-inclusive 
list, but rather as fundamental principles, appli 
cable to a myriad of therapeutic situations, to serve 
as a basis for devising an appropriate lead-up 
functional exercise program. While emphasis ts 
placed upon the value of functional exercises for 
transfer-of-training’”’ to the performance of daily 
activities, it should be borne in mind that lead-up 
functional exercises can be constructed in light of 
the patient's physical fitness needs, and the devel 
opment of muscle tone and endurance, preparatory 
to ambulation. It must be completely understood 
that the acceptance of lead up functional exercises 
as a method of mat exercises does not preclude 
the consideration of physical fitness as a supple- 
ment to the exercise program. From the viewpoint 
of functional training, lead-up functional exer- 


exercises de 
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cises as a basic part of the individual's mat pro- 
gram will not be of the same lead-up nature and 
value to the beginner as they will to the advanced 
patient. But, inasmuch as they may be a means 
f maintaining levels of proficiency in elements 
and skills of rehabilitation, as well as the means of 
attaining them, they may, to that extent, be con- 
sidered lead-up exercises for the advanced patient 
in physic al rehabilitation, as well as for the novice 

The following are mat exercises which we feel 
are basic i to any contemplated program of lead-up 

nctional exercises for patients with complete or 
partial paralysis of the lower trunk and both lower 
extremities. However, if the concept of lead-up 
functional exercises is completely understood, these 
suggested exercises can be modified readily to meet 
the needs of patients with more involved residual 
physical disabilities. In a like manner, if a patient 
has incomplete paralysis in both lower extremities, 
then in all exercises where the arms are used to 
move the lower extremities, voluntary motion is 
to be encouraged to the greatest extent. 


I. SUPINE ROLLER 

legs extended, arms 
ertical with the hands clasped together. Seauence 
f movements: Using a pendulum action of the 
roll from side 
A preparatory exer- 
cise to develop the coordination and skill necessary 
for changing position in bed (e.g., supine to prone 
position, supine position to side lying). 


Starting position Supine, 


arms to initiate the rolling motion, 
to side. Functional carry-over 


Il. CHEsT RAISER 


Starting position: Supine, legs extended, shoul 
ders abducted to ninety degrees with the elbows 
flexed and the forearms perpendicular to the mat 
Sequence of n The upper back is raised 
from the mat by forcibly hyperextending the neck 

nd shoulc lers, gr adducting the scapulae. Func- 
A preparatory exercise to develop 
and cscndiuiine in those areas of the 
body necessary for the changing of position in 
bed (e.g., to side, moving toward the head 
of the bed) 


vements 


nal carry-over 


strength 


side 


III. BRIDGER 


Starting position: Supine, hips and knees flexed, 
arms close to the sides with the elbows flexed and 
the forearms perpendicular to the mats. (See Fig- 
ure 1.) of movements: With hips and 
knees flexed, forcibly hyperextend the hips thereby 
raising the buttocks clear off the mat and return. 
(See Figure 2.) Repeat at moderate rhythm. 
(Note: In complete paraplegia, to facilitate learn- 
ing to execute the “Bridge,” the therapist can 


Sequence 
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Figures 1 and 2. Sequence of movements in the execution of the “Bridger.” 


place the patient's feet under his knees on the 
mat and hold the knees in position as the patient 
raises his buttocks off the mat.) Fanctional carry- 
over: A preparatory exercise to develop the 
strength, skill, and coordination necessary to per- 
form successfully the daily activities of transferring 
on and off a bedpan, in and out of braces with 
pelvic band, and certain other dressing activities 


IV. PELVvic 


Starting position: Supine, legs extended, arms 
at sides. Sequence of movements: An attempt is 
made to approximate the lumbar spine to the mat 
by flattening the low back. Functional carry-over. 
A preparatory exercise to develop the strength and 
coordination required to “roll” the pelvis under 
the trunk in order to assume an erect position from 
a flexed or semi-flexed position. The pelvis is al 


TILTER 


most always brought ahead of the body to prevent 

jacking” when performing the daily activities of 
getting up from the floor or from a sitting position 
with braces and crutches, ascending and descending 
curbs and stairs, and in the ‘‘swing’’ gaits. 


V. Hip HIKER 


Starting position: Supine, legs extended, arms at 
sides. Sequence of movements: An attempt is made 
to approximate the iliac crest to the lower ribs on 
one side of the body by contraction of the lateral 
trunk musculature. Repeat on other side of body 
at a moderate rhythm. Functional carry-over: A 
preparatory exercise to ee coordination and 
skill in those areas of the body used in the per- 
formance of all ambulatory and elevation activities 
in which elevation of the hips is necessary (e.g., 
four-point gait, ascending and descending curbs, 
stairs). 


VI. SITTER-UPPER 

Starting position: Supine, legs extended, arms at 
sides. Sequence of movements: By hyperextending 
the shoulders and flexing the elbows, come to a 
semi-reclining position with the weight of trunk 
borne on the forearms. The elbows are then ex- 
tended and the full sitting position is assumed. 
Return to the mat in reverse sequence and repeat 


at a slow rhythm. Functional carry-over: A pre- 
paratory exercise to develop the strength and skill 
necessary to attain the sitting position (e.g., ability 
to come up to the sitting position necessary in 
dressing and undressing, putting on and taking 
off braces). 


Vil 


Starting position: Sitting, legs extended. Se- 
quence of movements; Starting with either leg, ab- 
duct and adduct the leg with the aid of the hand 
and arms. Repeat on other side at moderate speed. 
(Note: If the patient has some power in the legs 
and in or around the hips, active motion of the 
hips should be encouraged with minimal use of 
the arms.) Functional carry-over: A preparatory 
exercise to develop strength, flexibility, and bal- 
ance in those areas of the body necessary to perform 
successfully the daily activities of transferring to 
and from wheelchair and bed, straight chair, 
toilet, or bathtub, and in placing the legs in and 
out of braces. 


LeG SPREADER 


VIII. StrtiING PusH-uPs 

Starting position: Sitting, arms at sides, palms 
flat on the mat and opposite the hips. Seguence of 
movements: With the palms flat on the mat and 
opposite the hips, straighten the elbows, depress 
the shoulders, and lift the buttocks clear off the 
mat and return. Repeat slowly. (Note: If the arms 
are short in comparison to the trunk, blocks may 
be placed under the hands to permit a greater 
lift.) Functional carry-over: A preparatory exer- 
cise to develop strength, endurance, coordination, 
and balance in those areas of the body necessary 
to perform the daily activities of getting on and 
off a bedpan, in and out of braces with pelvic 
band, transferring to and from wheelchair and 
bed, straight chair, toilet, or bathtub, and in all 
ambulatory activities in which one must raise the 
body off the floor. 


IX. TRUNK TWISTING AND Hip RAISING 

Starting position: Sitting, legs extended, arms at 
sides. Sequence of movements: Twisting the trunk, 
place both hands to one side of the hips, straighten 
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Action involved in the performance of “Trunk 


g and Hip Raising 


elbows and raise the hips from the mat; ap- 
proach a semi- or full-front leaning rest position 
and return to the mat. (Sce Figure 3.) Repeat on 
other side at a slow rhythm. Functional carry-over 
A preparatory exercise to develop the strength, 
endurance, coordination, and balance necessary to 
perform the daily activities of coming to an erect 
position from wheelchair with braces and crutches, 
and getting up from the floor with braces and 
crutches. (See Figure 4.) 


X. Hip Raiser, FORWARD AND BACK 


Starting position: Sitting, legs extended, arms at 
sides, palms flat on mat and opposite the hips 


Sequence of movements: With palms flat on the 


mat and opposite the hips, straighten the elbows, 
depress the shoulders, and lift the buttocks clear 


off the mat, then return. Place the hands to rear 
of hips with the elbows extended, and assume a 
back-leaning rest position, and return to starting 
position. Repeat slowly. Functional carry-over: A 
preparatory exercise to develop the strength, co- 
ordination, and balance required to perform the 
daily activities of getting on and off a bedpan, 
und getting in and out of braces with pelvic band 


rlorming 
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Let 
eas 
of the “Trunk 


Figure 4. Functional value 
Twisting and Hip Raising Exercise.” 


carry-over 


XI. Tot 


Starting position 


TOUCHER 
Sitting, legs extended and 
slightly abducted, arms at sides. Sequence of move- 
ments: Bending the trunk forward and downward, 
touch one foot with both hands, then return to 
the full sitting position. (See Figure 5.) Repeat 
to the other side at a moderate rhythm. Functional 
carry-over: A preparatory exercise to develop flex- 
ibility and balance required in certain dressing 
activities—such as placing foot in shoe, pulling on 
socks, putting on pants, lacing shoes and braces. 
(See Figure 6.) 
XII. FLEXION 
KNEES 
Starting position: Sitting, legs extended, arms at 
sides. Sequence of movements: By grasping either 
knee between both hands, pull the knee to the 
chest, sliding the heel backwards, never losing 
contact with the mat. The knee is then pushed 
and lowered into extension. (Figure 7.) Repeat 
with other leg at a slow rhythm. Functional carry- 
over: A preparatory exercise to develop strength, 
coordination, and balance in those areas of the 
body necessary to move the legs in transferring to 


AND EXTENSION OF HIPS AND 


Figure 6. Functional carry-over value of the “Toe 


Toucher.” 
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Figure 7. Action involved in the performance of Exercise 
XII, “Flexion and Extension of Hip and Knee.” 

and from wheelchair to bathtub, bed, straight 
chair, toilet, or automobile. Movement is also used 
in certain dressing activities by patients with resid- 
ual tightness in the low back and hamstring areas 
(e.g., putting on shoes, pulling on socks, lacing 
shoes and braces, putting on pants). It is also used 
to lower footrests on wheelchair and in placing 
feet on footrests. (Figure 8.) 


XIII. StrtinGc Hie HIKER 


Starting position: Sitting, legs extended, with 
hands placed on either the knees or hips. Sequence 
of movements: With the hands on the knees or 
hips, hike the hip on one side, and move it to the 
rear, then shift the weight of the trunk to that 
side so that the identical movement can be repeated 
with the opposite hip. Rate of repetition is at will 
Functional carry-over: A preparatory exercise to 
develop the strength, coordination, balance, and 
skill required to perform successfully the daily 
activities of transferring to and from wheelchair 
to bed, bathtub, straight chair, toilet, or automobile, 
and for changing position in bed. It is also the 
movement used in all ambulatory and elevation 
activities in which hiking of the hips is necessary 
(e.g., four-point gait, ascending and descending 
ramps, curbs, stairs). 


XIV. SittinG SWING-THRU’'S 

Starting position: Sitting, legs extended, arms 
at sides, palms flat on the mat and opposite the 
hips. Seguence of movements: Place the hands 
about six inches to the rear of the hips, extend 
the elbows, depress the shoulders, raise the but- 
tocks clear off the mat and swing the hips back 
through the hands as far as possible. This exercise 
is repeated until the patient has traversed the length 
of the mat. The patient then moves forward in a 


like fashion, this time placing the hands ahead of 
the hips and swinging the hips forward through 
the hands as far as possible. Rate of repetition is 
at will. Functional carry-over: A preparatory exer- 
cise to develop strength, endurance, coordina- 
tion, and balance in those areas of the body neces- 
sary to perform the daily activities in which one 
must raise the body off the floor and through the 
crutches (e.g., ‘swing’ gaits, ascending and de- 
scending ramps and curbs). 


XV. PRONE ROLLER 

Starting position: Prone, arms extended and 
over head. Sequence of movements: When rolling 
to the left, the right hand with the palm facing 
down is first brought into line with the right 
shoulder. The right elbow is extended and the 
body is rolled to a left side-lying position. To again 
assume the prone position, the right elbow extensor 
is relaxed, allowing gravity to pull the body back 
to the prone starting position. Repeat on other side 
by using the opposite upper extremity. Rhythm is 
slow. Functional carry-over: A preparatory exer- 
cise to develop the strength and coordination neces 
sary for changing position in bed (e.g., prone to 
supine position ) 


XVI. PRONE PUSH-UPS 


Starting position: Prone, palms flat on the mat, 
and hands in line with the shoulders. Sequence of 
movements: With the palms flat on the mat, the 


Functional carry-over value of the 


Flexion and Extension of Hip and Knee.” 


Figure 8 movements 


utilized in 
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involved in perf 


yming the Hip 


hands in line with the shoulders and the shoulders 
abducted to approximately 45 degrees, straighten 
the elbows, lift the body from the floor, and assume 
a front-leaning rest position; to the mat 
Repeat at a rhythm. Functional carry 

er: A preparatory exercise to develop strength, 
endurance 


return 
moderate 


and skill in those areas of the body 
required to perform successfully the daily activi- 
ties of getting up from the floor with braces and 
crutches, and getting to the erect position from 
wheelchair, straight chair, bed, or toilet with braces 
ind crutches 
XVII 
Starting position: Balancing on hands and knees 
with hands directly under shoulders and knees 


Hip SWAYER 








Figures 11, 12, 
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Hip 


under hips. Seguence of movements: Sway the hips 
from side to side, first to the right and then to 
the left at a moderate rate. (See Figure 9.) Func- 


tional carry-over: A preparatory exercise to dev elop 


the balance and coordination necessary to control 
successfully the trunk when in a “jacked’’ position. 
(See Figure 10.) The body is in a flexed or semi- 
flexed position at times, when performing the 
daily activities of getting to and from wheelchair, 
straight chair, bed, toilet, or floor with braces and 
crutches, and also in some ambulation and eleva- 
tion activities where control of the trunk is essen- 
tial (e.g., ascending and descending ramps, curbs, 
Stairs). 


and 13. Sequence of movements and functional carry-over value of the “Camel and Cat.” 
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Figure 14. Action involved in the performance of the 
“Forward Reacher.” 


XVIII. CAMEL AND CaT 

Starting position: Balancing on hands and knees 
with hands directly under shoulders and knees 
under hips, head up, and lower back in lordotic 
position. (See Figure 11.) Sequence of movements: 
Lower the head between the arms, round the back 
by contracting the abdominals, and at the same 
time roll the pelvis under body. (See Figure 12.) 
Functional carry-over: A preparatory exercise to 
develop strength, coordination, and balance in 
those areas of the body necessary to perform the 
daily activities of getting up from floor to crutches 
with braces, getting up from wheelchair, straight 
chair, bed, or toilet to an erect position with braces 
and crutches, and in certain ambulatory and eleva- 
tion activities in which arching, rounding of the 
back, and pelvic tilting are necessary. (See Figure 
13.) 


XIX. Forwarp REACHER 

Starting position: Balancing on hands and knees 
with hands directly under shoulders and knees un- 
der hips. Sequence of movements: While balancing 
the weight of the body on three extremities, reach 
forward and raise either arm until it is parallel to 
the mat. (See Figure 14.) Return the arm to the 
starting position and repeat with the other arm. 
Functional carry-over: A preparatory exercise to 
develop the strength, balance, and coordination 
necessary to perform those daily activities in which 
balancing of the body in a tripod stance is essen- 
tial—such as, getting from floor to wheelchair 
without braces, and, at times, during the sequence 
of getting to and from wheelchair, straight chair, 
bed, car, or toilet to the erect position with braces 
and crutches. (See Figure 15.) 


XX. BACKWARD REACHER 

Starting position: Balancing on hands and knees 
with hands directly under shoulders and knees 
under hips. Sequence of movements: While bal- 
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ancing the weight of the body on three extremi- 
ties, reach backward with either hand and touch 
the buttocks. (See Figure 16.) Return the arm to 
the starting position and repeat with the other arm. 
Functional carry-over: A preparatory exercise to 
develop strength, balance, and coordination in 
those areas of the body required to perform suc- 
cessfully the daily activities of locking and un- 
locking the braces when in a “jacked” or flexed 
position, for instance when getting to and from 
the erect position or to and from a wheelchair, 
straight chair, bed, toilet, or automobile. (See 
Figure 17.) 


Summary 


1. Lead-up functional exercises have been defined. 
2. Lead-up functional exercises, as a rule, should 
be a regular part of the over-all planned pro- 
gram of mat exercises. 

The purpose of lead-up functional exercises 
is three-fold: 


A. To restore and improve the patient's phys- 
ical fitness to the highest possible degree. 


B. To increase the strength of those muscles 
necessary for ambulation with braces and 
crutches. 


Figure 15. Functional carry-over value of the “Forward 
Reacher.” 





THE PHysiIcal 


chuara Reacher 
To teach the patient how best to use his 
strength in practical everyday living 
Although not previously mentioned, lead-up 
functional exercises can be readily organized 
for efficient group treatments 
The exercises which have been described are 
not a list of to be performed in 
but are examples of 
the basic principles involved. We feel confi 
dent that 1f the concept of lead up functional 


exercises 
the following manner, 


exercises is understood, the reader can plan 


appropriate exercises equivalent to or better 
than any we may suggest. 


The authors are indebted to Mr. Charles Scharf of 
Foto Plus, General Post Office, Box 10, New York, for 
loing all the developing and printing of the roil films, 
for enlarging print, and for rendering valuable 
photographic assistance in many other ways 
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Figure 17. Functional carry-over value of the “Backward 


Reacher.’ 
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Rote of Puystcat Tuerary 1x Care or Psycniatraic Pa- 
Tients—Lola E. Smith (5c) 
irthur L. Watkins, 

(Sc) 


Puysicat Tuerary in THE Home 


M.D. 


Pro- 


(Se) 


Puysicar Tuerary in Stare Crrprrep CuHitpren’s 


Grams—Clara M. Arrington 


ntains ix 


(July 1951)—c 


physiciar $s and 


Jury Pouro Issue or tue Revier 


articles on poliomyelitis by leading physical 
therapists. There are thirty-one abstracts from current medical 
journals (50c) 
FuncrTionat Issug of the Review (November 1949) 


Contains eight articles by leading physicians and physical 


SPEctat 


therapists on functional training, crutch walking, and wheel 
chairs. There are twenty-six abstracts of articles on functional 
(50c) 


training from current medical journals. 


Puysiotocy oF THE Heart anv CircuLation anv Its Cuiin- 
rca APPLICATION IN Puysicat Mepicine—A bound edition 
of the papers presented in a symposium at the 1950 annual 
conference of the American Physical Therapy Association. 
(Harry D. Bouman, M.D., Coordinator) ($1.00) 





Editorials 





) a RE in this issue is a report on the progress of procurement for the Women’s Medical 
Specialist Corps. It should be noted that only six physical therapists have volunteered for service 


the lowest number among the three groups. 


As we have said before, the needs of the armed services must be met. It is not necessary to re- 
emphasize the excellent professional opportunities there are in the Corps: the fine professional con- 
tacts; the possibilities for advancement, in addition to the opportunity to perform a real and _neces- 
sary service. All of us are extremely proud of the great contribution made by physical therapists 
in World War II. Let us not be lagging now. New graduates (since 1945) should give serious con- 
sideration to this call, just as their colleagues did from 1941-45 when over 1,600 gave service to their 
country. 


I, WOULD appear to be a relatively accurate observation that the importance placed on the 
need for and the number of records in departments of physical therapy is in proportion to the 
size of the installation. To some extent this is a result of the greater variety of cases handled by the 
larger departments, but it is also true that the dearth of records often encountered in small clinics 
stems from the attitude that detailed figures, cumulative observations, and accurate and lengthy sta- 
tistics have little value when compiled from a relatively small number of cases. In view of this, 
it should be pointed out that one of the most important factors in the usefulness of such material 
is not always the quantity, but rather the quality and the interpretive use which is made of such 


material. 


All of us are acutely aware of the necessity of keeping good records for the purpose of evaluat- 
ing scientifically the results of treatment. The value of such procedure has been recognized for a long 
time as one of the most important contributions to the growth of our profession on a stable, proven 
basis of fact rather than theory. What is not appreciated, however, is the responsibility each one of 
us has to this area of medical research. We cannot accept the attitude that all such compilation of 
proof shall continue to be the province of large, nationally organized, or university affiliated depart- 
ments. The realization of the contribution possible for even the smallest clinic is 4 matter of prime 
importance 


In many instances, these same small departments are in a singular position to add vital material 
to the work being carried on in the larger areas. Material may be available, on a limited plane, that 
can provide the final statistics needed for larger studies. It is also true that full-scale investigation is 
often initiated by studies begun in one-therapist departments. Clinical material of rare occurrence may 
reach the larger departments at a stage of the disease when the value of detailed study is lessened. In 
many such instances, the eventual outcome of research can be considerably enhanced if early observa- 
tions and records are available 
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Each of us must not only recognize, but accept, our responsibility for this phase of physical ther- 
apy. The realization that no one therapist can possibly secure a result of treatment which will not have 
some value for all of us should be the chief motivating factor in maintaining accurate information re- 
garding all clinical results. Although in many instances the immediate effect of much of the material 
may not be apparent, it is vitally important that each one of us consider the long range effects, and 
attach a real importance to our individual contributions through the medium of accurate, informa- 
tive, and useful records. 


| HE GRAND LopcGe, Benevolent and Protective Order of Elks, is to be highly commended for 


its vision and generosity in establishing, through its Elks National Foundation, special grant awards 
in the field of cerebral palsy. The program is conducted under the able direction of John F. Malley, 
Chairman of the Board of Trustees of the Foundation. Physical therapists may apply for funds to 
pursue training in areas of special interest related to better care and service to the cerebral palsied in 
dividual. Instructions to qualified graduate physical therapists for applying for such awards will be 
found elsewhere in this issue 


This educational program is one of several which are conducted by the Elks National Founda- 
tion. For instance, each year outstanding high school graduates who are endorsed by local lodge 
officers and their state Elks association receive scholarship awards from this group. The awards are 


made on a competitive basis and the recipients need not be related to any member of the Elks order. 


Other scholarships are available to siblings of members of the Elks order who lost their lives dur- 
ing Worid War II. By this means, the Elks provide opportunities for higher education for those who 


might have been denied these opportunities through lack of their fathers’ support or assistance. 


A unique aspect of the Elks National Foundation program is that funds are not awarded to various 
professional organizations for subsidizing programs, but are administered directly by the Board of 


Trustees of the Foundation 


The American Physical Therapy Association wishes to extend congratulations and appreciation to 
the Elks National Foundation for making it possible for interested, qualified physical therapists to be 
better prepared to serve the cerebral palsied patient. 


Bound Symposium Available 


The Symposium on Physiology (Physiology of 
the Heart and Circulation and Its Clinical Appli- 
cation in Physical Medicine), which was printed in 
the November and December issues of the REVIEW, 
is now available in bound, booklet form. Copies, 
at $1.00 each, may be ordered from the American 
Physical Therapy Association, 1790 Broadway, 
New York 19, N. Y. 

The material for this symposium, which was 
coordinated by Harry D. Bouman, M.D., Profes- 


sor of Physical Medicine, University of Wisconsin, 
contains many observations and results from orig- 
inal work which is not available in any other form. 
The information was selected and presented with 
the physical therapist in mind, and has been com- 
piled in order to assist the reader to understand 
better the physiological principles underlying effec- 
tive patient treatment. The symposium was orig- 
inally presented at the 1950 conference of the 
American Physical Therapy Association. 





Membership News 


New Student Members 


Mayo Clinic 


Edward T. Oatman 


University of Wisconsin 


Severin Grabinski Inez Rodriguez 


Marriages 


Ella Gertrude Chandler of Dallas, 
McDonald, Garland, Tex 

Janet Hoover of Chagrin Falls, Ohio, to Richard Powers, 
Madison, Wis 

Phyllis T. Pettyjohn to D. R. Ockerman, Seattle 

Geraldine Ghent of St. Paul to John B. Rutledge of 
Minneapolis 

Claire Murray to James Molloy, Jr., West Peabody, Mass. 

Helen Thorp, now Mrs. Helen T. Nail of Nashville 

Barbara E. Ferguson to 
Indianapolis 

Nancy Latham of Berkeley to George D. Ferrar of Mill 
Valley, Calif 

Helen A. Germer of Chicago, now Mrs. Helen G. Moe, 
Lemon Grove, Calif 

Joann Belz, Sewickley, to Charles Burmeister, Harris- 
burg, Pa 

Ruby Fern Carlock of Madison, Wis., 
C. Bevan of Kansas City, Mo 

Marcia Goretsky, Framingham, Mass., 
G. Rosenwald, Washington, D. € 

Barbara Newman of Berkeley, Calif.. now Mrs 
N. Clark, Salt Lake City, Utah 

Jane Rhora of Milwaukee to Milo George Beman, Jr., of 
Chicago, June 23 


Ella C. 


now Mrs 


Charles Glasgow, June 6, 


now Mrs. Ruby 


now Mrs. Marcia 


Barbara 


Help Offered in Recruitment of P.T.’s 


Mary Switzer, Director of the Office of Voca- 
tional Rehabilitation, Federal Security Agency, has 
requested a large number of the recruitment pos- 
ters to be sent to each of the state directors. These 
have gone out, with letters suggesting that each 
director also get in touch with the American Physi- 
cal Therapy Association chapter in his state, in 
order that all may work together in interesting 
more young men and women in physical therapy. 

The Association is deeply appreciative of this 
help, for it reflects the real interest of the Office 
of Vocational Rehabilitation in increasing the 
number of qualified physical therapists available 
to carry out programs for the handicapped. 


Final Dues Notices 


Final notices for payment of dues have been 
sent to those who have ‘‘put it off.” If you are one 
of these, this is the last Review you will receive 
until dues payment is received. Many of you who 
are late will write in for back issues of the Review 
and will be disappointed not to be able to receive 
them. Do not delay; send in your dues now, so 
that you will be listed in the new directory, and 
so that your support will be added to that of your 
colleagues, for the maintenance and development 
of your profession. 


January-February 1947 Reviews 
Wanted 


The National Office receives requests from med- 
ical libraries, not only in the United States, but 
from as far away as Africa, for back issues of the 
PHYSICAL THERAPY REviEW. These copies, which 
are bound for permanent reference, are made avail- 
able to students, physicians, nurses, and others. 

Requests for the 1947 volume can no longer be 
filled, however, unless copies of the January- 
February issue can be obtained. If members of the 
Association have copies which they no longer need, 
these libraries will put them to good use. Reviews 
can be sent to the National Office for forwarding. 

In addition, all back issues, particularly for the 
years 1921 to 1926, are welcomed, as our files are 
gradually being depleted. 


Hugo V. Hullerman, M.D. 


Dr. Hugo Hullerman of the American Physical 
Therapy Association Advisory Council has re- 
signed his position as Assistant Director of the 
Rhode Island Hospital in Providence, Rhode Is- 
land. He is now Director of Hospital Services with 
the United Hospital Fund of New York. Before 
going to Rhode Island Hospital, Dr. Hullerman 
was Assistant Director of the American Hospital 
Association and Secretary of the Councils on 
Professional Practice, International Relations, and 
Education. 
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General News 


Women’s Medical Specialist Corps 
Reports Procurement Progress 


Brigadier General Paul I. Robinson, Chief, Per- 
sonncl Division, Office of The Surgeon General, 
Department of the Army, has announced that the 
need for additional officers to serve as dietitians, 
physical therapists, and occupational therapists in 
the Women's Medical Specialist Corps is still acute. 

In September 1950, the Department of the 
Army authorized the involuntary recall of 145 
WMSC reserve officers in company gtade, to con- 
sist of 70 dietitians, 40 physical therapists, and 
35 occupational therapists. Due te the fact that 
many reservists were deferred for various reasons, 
progress in the recall program has been very slow 
Of 161 officers who have been reported against 
this quota, only 78 have reported for active duty. 
Included in the number on duty as of April 30, 
1951, are 34 dietitians, 36 physical therapists, and 
8 occupational therapists. 

In January 1951, The Surgeon General of the 
Army announced a plan whereby 572 additional 
reserve officers in these categories might be volun- 
tarily recalled by June 30, 1951. This number was 
to include 247 dietitians, 179 physical therapists, 
and 146 occupational therapists. It was anticipated 
that this quota could be met on a voluntary basis. 
As of April 30, however, only 22 dietitians, 6 
physical therapists, and 16 occupational therapists 
had been procured. 

In order to provide treatment for the increasing 
numbers of wounded from Korea, and to meet 
the additional needs of the rapidly expanding 
Army, it is necessary that procurement of these 
specialists be greatly accelerated in order that the 
Army Medical Service may maintain its high pro- 
fessional standards. 

“There are many excellent career opportunities 
in the Army for these specialists,” stated General 
Robinson. “I particularly urge all young women 
who will graduate in these specialties during the 
next few months to give careful consideration to 
all that the Army has to offer.” 

Further information may be obtained by writing 
to the Office of The Army Surgeon General, Wash- 
ington 25, D. C., attention Chief, Women’s Medi- 
cal Specialist Corps, or refer to the March issue of 
the Review which gives the requirements for re- 
serve officers. 
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Fulbright Awards for Europe 


In addition to the Fulbright Awards for the 
East Asian and Pacific areas previously announced 
by the Committee on International Exchange of 
Persons, approximately 230 awards are offered 
for university lecturing and advanced research in 
Europe and the Near East. These United States 
Government grants cover graduate study in the 
fields of education, humanities, natural sciences, 
and social sciences. 

Application forms and additional information 
may be obtained from: Executive Secretary, Com- 
mittee on International Exchange of Persons, Con- 
ference Board of Associated Research Councils, 
2101 Constitution Avenue, Washington, D. C. 
Applications must be mailed not later than October 
15, 1951. 


Among civilian consultants and military medical per- 
sonnel attending the recent Air Force Surgeon General's 
conference at the Pentagon in Washington were, left 
to right, Lt. Col. Miriam E. Perry, WMSC Acting Chief ; 
Dr. Daisy I. Purdy, dietetic consultant; Maj. Gen. Harry 
G. Armstrong, USAF Surgeon General; Dr. Jessie 
Wright, occupational and physical therapy consultant; 
and Maj. Audrey Underkofler of the Women's Medical 
Specialist Corps. Dr. Purdy has already visited dietetic 
facilities at Lackland and Sheppard Air Force bases in 
Texas. Dr. Wright, in her consultant's capacity, visited 
Wright-Patterson Air Force Base, Ohio, and Maxwell 
Air Force Base, Ala., prior to coming to Washington for 
the Surgeon General's meeting. The civilian consultants’ 
conference is a semi-annual two-day meeting held to 
combine and correlate the activities of top civilian and 
military personnel connected with the Air Force Medical 
Service. 





THE 


Special Library Facilities Available 


The American Hospital Association and the 
National Society for Crippled Children and Adults 
both maintain libraries of material of special inter- 
est to those in the medical field. These facilities 
are recommended to physical therapists whose 
local libraries are not large enough to cover special 
ized fields adequately 

The library of the National Society is devoted 
exclusively to the care and welfare of the crippled 
child and adult. Approximately 30,000 pamphlets, 
reprints, and manuscripts, 1,500 reference and 
specialized books, and more than 400 professional 
and technical periodicals provide current and 
historical information on the problems of the 
handicapped in health, employment, education, 
rehabilitation, legislation, and like subjects 

he library of the American Hospital Associa 
tion, formerly known as the Bacon Library, is 
maintained as a service unit for hopitals, agencies, 
and individuals interested in the specialized field 
of hospital administration. Included in its collec 
tion is material published in the various journals, 
as well as books and special publications. The 
library also maintains a file of hospital construc- 
tion blueprints of hospitals of all sizes and types; 
publications of individual hospitals, such as annual 
reports, employee manuals, etc 
film library. 

Facilities of either library may be used by pro- 
fessional workers, students, and other individuals 
in all parts of the country and in foreign areas, 
especially where technical information is not avail 
able. Requests are generally answered by the loan 
of “package libraries’ for which no charge is 
made, although the recipient is sometimes re- 
quested to pay postage charges 

The National Society publishes a monthly ‘Bul- 
letin on Current Literature,” 
$1.00 per year. It also publishes special bibliog 
raphies which are available without charge. (Sub- 
now available are 


; and an extensive 


subscription price, 


jects cerebral palsy, special 
education, psychology, speec h correction, rehabili 
tation, camping, recreation, employment, and the 
deaf and hard of hearing.) Requests may be 
Earl C. Graham, Librarian, The 
Society for Crippled Children and 

South La Salle Street, Chicago 3, 


addressed to 
National 
Adults, 11 
Illinois 
The American 
publishes the 
ture, 


Hospital Association Library 
Index of Current Hospital Litera- 
which is available on a subscription basis, 
$3.00 for two issues a year. The five-year cumula- 
tion is $5.00. It also publishes a list of films of 
interest to hospital workers and others, including 
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the place from which the film may be borrowed 
or purchased, and the rental fee, if any. Requests 
may be addressed to: Library of the American 
Hospital Association, Asa S$. Bacon Memorial, 18 
East Division Street, Chicago 10, Illinois. 


NYU-Bellevue P.T. Course 


A special four-week course in Advanced Re- 
habilitation Methods for Physical Therapists is 
offered by New York University-Bellevue Medical 
Center, Institute of Physical Medicine and Rehabil- 
itation, in conjunction with New York University 
School of Education. (A fifth optional week can 
be added for further practice and field trips.) The 
course is given three times during the school year, 
1951-'52: November 26 to December 21, 1951; 
January 7 to February 1 and March 24 to April 
18, 1952. Credit: Four points of either under- 
graduate or postgraduate credit. Tuition: $62.00; 
registration, $3.00. Qualified veterans may enroll 
under the provisions of P.L. 346 or P.L. 16. 

Instructors: Doctors Rusk, Deaver, Covalt; Miss 
Buchwald; staff and associates of the Institute; 
and guest lecturers. 

Applications and requests for further informa- 
tion may be submitted to Miss Edith Buchwald, 
Director of Rehabilitation Courses, New York 
University-Bellevue Medical Center, Institute of 
Physical Medicine and Rehabilitation, 400 East 
34 Street, New York 16, N. Y. 


Elks National Foundation Offers Special 
Grants to Study Treatment of Cerebral Palsy 


The Elks National Foundation of the Grand 
Lodge, Benevolent and Protective Order of Elks, 
has announced that grants are available to qualified 
physical therapists for special advanced courses in 
the field of cerebral palsy. 

The following steps are necessary in filing an 
application for a cerebral palsy grant: 


1. Write a letter of application stating the name 
and location of the institution the applicant wishes 
to attend, the course of study he or she plans to 
take, the date on which he wishes to begin his 
course, and the duration of the course. 


> 


2. The following data must accompany the letter 
of application: 


a. A resume of the applicant’s educational 
background. Indicate the school of physical ther- 
apy approved by the Council on Medical Educa- 
tion and Hospitals of the American Medical 
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Association which was attended and the year of 
graduation. 

b. A list of professional experiences as a physi- 
cal therapist. 

c. Several letters of endorsement from respon- 
sible people who have observed and formed 
opinions of the applicant’s character, profes- 
sional abilities, and aptitudes. 

d. A letter from the administrative officer of 
the institution stating that the applicant will 
be accepted as a student, and, further, that the 
Foundation check for the amount of the grant 
will be accepted to establish a credit for the 
student. It is understood that should the student 
terminate his studies at the institution prior to 
the conclusion of the course, the undisbursed 
amount of the grant will be returned to the 
Elks National Foundation. 


3. The amount of the grant needed, with a break- 
down showing tuition and other expenses antici- 
pated. 

4. A statement that financial assistance to take 
the course of training covered by application has 
not been received from any other organization, 
and that such assistance is not contemplated. 

5. Assurance that the applicant has serious inten- 
tion of using the training which he will receive in 
actual work in the field of cerebral palsy. 


Similar awards to cover advanced training in 
other areas—such as speech therapy, occupational 
therapy, and special education—are also available. 
The same type of application is required. 

Additional information may be obtained, and 
applications may be sent, to: Mr. John F. Malley, 
Chairman, Board of Trustees, Elks National Foun 
dation, 16 Court Street, Boston 8, Mass. 


National Society Consultant 


Phyllis F. Bartelme, Ph.D., nationally known 
research consultant in psychology, has joined the 
professional staff of the National Society for Crip- 
pled Children and Adults, the Easter Seal agency, 
as New York field representative and consultant in 
psychology. 

Dr. Bartelme will interpret specific needs of 
crippled children and adults to other national 
organizations in the health and welfare fields for 
the National Society. She will also counsel and 
advise state and local Easter Seal affiliates of the 
National Society in the development of psycho- 
logical services for crippled children. 

Prior to her appointment with the National 
Society, Dr. Bartelme served as research consultant 
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for the Institute of Welfare Research of the Com- 
munity Service Society in New York. A pioneer in 
the field of psychological testing of cerebral palsied 
children, she has gained a nation-wide reputation 
for her work as clinical psychologist and director 
of the Juvenile Court Branch of the Institute for 
Juvenile Research in Chicago and in similar insti- 
tutions in California. 


Joint Commission on Accreditation 
of Hospitals 


The American College of Surgeons for more 
than twenty-five years has administered a success- 
ful hospital standardization or accreditation pro- 
gram, developing standards, inspecting hospitals, 
and approving those hospitals which met mini- 
mum standards. Because of the expanding scope 
and requirements of this program during the inter- 
vening years, its financing has become more and 
more demanding. 

In the fall of 1950 the American College of 
Surgeons invited representatives of the American 
College of Physicians, American Hospital Asso- 
ciation, and American Medical Association to meet 
with representatives of the American College of 
Surgeons to discuss the establishment of a joint 
hospital accreditation program. After frequent 
meetings over a period of six months, the details 
of a plan for such a joint program were adopted 
unanimously by this conference committee. Repre- 
sentatives of each of the four organizations were 
designated as a subcommittee of four to prepare 
this statement for publication. 

There follows an outline of the basic pattern 
of the proposal for a joint hospital accreditation 
program as worked out by the large committee and 
recommended to the four organizations. 

The proposal provides for the establisiment of 
a Joint Commission on Accreditation of Hospitals. 
Members of the commission will be the constituent 
organizations, each of which will be represented 
by appointees of its choice. Basically the commis- 
sion will be composed of three representatives of 
the American College of Physicians, three repre- 
sentatives of the American College of Surgeons, 
six representatives of the American Hospital Asso- 
ciation, and six representatives of the American 
Medical Association. The exact composition of 
the commission, however, will depend on the ac- 
ceptance of an invitation to participate to be ex- 
tended to the Canadian Medical Association. Since 
both Colleges and the American Hospital Asso- 
ciation number Canadian members in their organi- 
zation, it was the consensus of the conferees on 
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the interim committee that Canadian interests in 
these fields would be represented by their parent 
organizations, but that the medical profession in 
Canada as a whole might desire representation sim- 
ilar to that proposed for the American Medical 
Association. If the invitation to participate is ac- 
cepted by the Canadian Medical Association, the 
appointment of commissioners among the constitu- 
ent organizations will be adjusted to provide such 
representation. 

The Joint Commission on Accreditation of Hos- 
pitals will formulate standards, determine the 
type and scope of inspections, allocate hospitals 
for inspection to the several participating organi- 
zations, maintain records, and award all certificates 
of accreditation. It will be the sole and final author- 
ity on these matters. The commission will employ 
a small staff to be directed by a physician, prefer- 
ably one experienced in hospital administration. 

Except in unusual or controversial cases, the 
staff of the commission will make no inspections. 
Inspections will ordinarily be made by the field 
statfs of constituent organizations and may be com- 
bined with other inspections made by these organi- 
zations for other purposes, such as approval for 
intern and resident training 

All inspections for the purposes of hospital 
accreditation under this program will be made and 
reported in a uniform manner to be determined by 
the commission, and such reports of inspection 
will be evaluated by the staff of the commission 
and acted upon by the commission itself. There 
will be no interference with other types of inspec 
tions made by the constituent organizations 

The budget of the commission will be met by 
the constituent organizations in the same propor- 
tion as their representation on the commission 
The initial annual budget has been estimated at 
approximately $70,000. Additional expenses will be 
borne by the constituent organizations for financ- 
ing field staff work and other activities incidental 
to the maintenance of necessary inspection records 
required for the conduct of special approval pro- 
grams conducted by constituent organizations. 

The Regents of the American College of Physi- 
cians and the American College of Surgeons have 
approved the proposal for the establishment and 
financing of the Joint Commission on Accredita- 
tion of Hospitals. The authoritative body of the 
American Medical Association will meet to con 
sider the proposal in June 1951. Similar considera 
tion of the proposal will be given by the American 
Hospital Association at its annual meeting in Sep- 
tember 1951. 


(Reprinted from The Journal of the American -Medi 


cal Association, Vol. 146, No. 3, p. 263.) 
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Regulations for Diathermy Equipment 


The office of the Council on Physical Medicine 
and Rehabilitation of the American Medical Asso- 
ciation wishes to draw attention to certain regula- 
tions for medical diathermy equipment. There ap- 
peared in THE JOURNAL of Sept. 6, 1947, under 
the proceedings of the Council on Physical Medi- 
cine and Rehabilitation, Public Notice No. 7722, 
entitled “Order with Respect to Medical Diathermy 
and Industrial Heating Equipment and Notice of 
Proposed Rule Making with Respect to Miscel- 
laneous Equipment’ of the Federal Communica- 
tions Commission. This document assigns three 
frequencies, in harmonic progression, for medical 
diathermy and industrial heating. The channels 
reserved are 13.66, 27.33, and 40.98 megacycles, 
corresponding to approximately 22, 11, and 742 
meters wavelength, respectively. The widths of 
the channels are approximately 15, 320, and 40 
kilocycles, respectively. Another channel has been 
assigned, namely, 2,450 megacycles, corresponding 
roughly to 12.2 cm. wavelength. Frequencies of 
915, 5,850, 10,600, and 18,000 megacycles have 
also been allocated for industrial, scientific, and 
medical use. 

Under these rules, apparatus either in use or 
manufactured prior to July 1, 1947, are exempt 
from the provisions of the rules for a period of 
five years. From July 1, 1947, provided no serious 
interference results from the operation of such 
equipment, it provides that the medical profession 
can continue to use uncontrolled short-wave dia- 
thermy until 1952, if the equipment does not 
cause serious interference. After that date the users 
of such equipment, old or new, must obtain ap- 
proved apparatus according to the law. 

The Council on Physical Medicine and Rehabili- 
tation has on its accepted list diathermy equip- 
ment which not only meets the requirements of 
the Council but also carries the “type-approval” 
of the Federal Communications Commission. Al- 
though a year remains before the law goes into 
effect, the shortages of materials at the present 
time make it difficult for the manufacturers to 
provide diathermy equipment to meet the demand. 
The placing of orders immediately would seem 
advisable. 

Uncontrolled short-wave diathermy apparatus 
cannot be changed economically to meet the rules 
and regulations of the Federal Communications 
Commission. It is possible for a qualified engineer 
to redesign the equipment, but the cost of labor 
and materials and the expense of having a repre- 
sentative of the Federal Trade Commission or an 
authorized engineer to examine it would be more 
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than would be involved in the purchase of a new 
apparatus from a reliable manufacturer. A rede- 
signed appliance must operate on one of the as- 
signed frequencies, and the frequency must stay 
within the limits of tolerance under the influence 
of varying loads. Furthermore, the harmonic radi- 
ations should be suppressed to within the pre- 
scribed twenty-five micro-volts per meter at a 
distance of a thousand feet. The radiation from 
an unaccepted powerful diathermy apparatus in 
the immediate vicinity will cause havoc in recep- 
tion of television programs. 

It is hoped that the critical shortage of materials 
will not be so great that the National Production 
Authority will be obliged to deprive the manu- 
facturers of diathermy of the necessary supplies 
to meet the need. 


(Reprinted from Vol 
The Journal of The 
p. 481.) 


146, No 


American 


5, June 2, 1951, of 
Medical Association, 


1951 Directory of Vocational Counseling 
Agencies 


The National Vocational Guidance Association, 
in its efforts to provide the public with authentic 
information concerning people who practice voca- 
tional guidance, has just published the 1951 Direc- 
tory of Vocational Counseling Agencies. This Di- 
rectory is a handy and reliable guide for any one 
in need of vocational or educational advice. 

It lists 166 individual practitioners, services, and 
agencies which provide vocational counseling to 
the public and which meet certain minimum stand- 
ards. The listing covers 29 states and includes 
Canada (5) and Puerto Rico (1). Each listing in- 
cludes the name of the agency or practitioner, the 
sponsor, types of services offered, kind of clientele 
served, fees, name and qualifications of director, 
and the number and qualifications of professional 
personnel on its staff. 

There is a foreword by Clifford E. Erickson, 
president of the National Vocational Guidance As- 
sociation; a preface written by the Ethical Practices 
Committee, and a list of the minimum standards 
required. 

The Directory should prove valuable and useful 
to educators, social workers, ministers, group work- 
ers, personnel men, and others interested in peo- 
ple’s educational and vocational problems. It sells 
for $1.00 per copy and it may be obtained from 
the Ethical Practices Committee of the National 
Vocational Guidance Association, Box 64, Wash- 
ington University, St. Louis 5, Missouri. 
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The Baruch Committee on Physical 
Medicine and Rehabilitation 
Disbands 


Dr. Frank H. Krusen of Rochester, Minnesota, 
Chairman of the Baruch Committee on Physical 
Medicine and Rehabilitation, reports that the Com- 
mittee has achieved its goals and is discontinuing 
its activities. Bernard M. Baruch, the sponsor of 
the Committee, which has been active since No- 
vember 1943, has announced that he is watching 
the institutions to which he has made grants, on 
recommendation of the Committee, and that it is 
his object to make further grants “to those who 
undertake the work with enthusiasm and beneficial 
results.” 

The Committee was formed by Mr. Baruch to 
develop and advance the special field of medicine 
devoted to the diagnosis and treatment of disease 
by physical agents and to the rehabilitation of dis- 
abled persons. Mr. Baruch has provided well over 
two million dollars of his personal fortune to sup- 
port this branch of healing in honor of his father, 
the late Dr. Simon Baruch, who was the leading 
medical pioneer in this field. 

As one of its final acts, the Committee made a 
grant to promote the organization of an Interna- 
tional Congress of Physical Medicine to be held 
in London, England, on July 14 to 19, 1952. This 
congress will promote the further development of 
physical medicine and rehabilitation on a global 
scale. 

The Committee announced that in achieving its 
goals its activities had been largely instrumental in 
bringing about: 


(1) A marked increase in the teaching of physi- 


cal medicine and rehabilitation in the medical 
schools of America. 

(2) An extensive increase in the number of 
residencies in physical medicine and rehabilitation. 

(3) The rehabilitation of many thousands of 
wounded soldiers and sailors, as well as still greater 
numbers of persons injured in civilian life. 

(4) Complete recognition of the new medical 
specialty of physical medicine and rehabilitation. 

(5) The establishment of a new Section on 
Physical Medicine and Rehabilitation in the Amer- 
ican Medical Association. 

(6) The organization of an American Board 
of Physical Medicine and Rehabilitation to certify 
qualified specialists in this field. 

(7) Stimulation of the establishment of commu- 
nity rehabilitation centers throughout the country. 
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Clarification of the standards for determi- 
nation of the physical fitness of the workers of the 
nation 


(5) 


(9) Improvements in the teaching of medical 
physics 


The program of the Committee has included 


(1) Publication of five major reports which in- 
formed the medical profession and the public at 
large concerning the modern developments in 
physical medicine and rehabilitation. 

(2) Provision of fellowships for forty-eight 
physicians to train them to specialize in this branch 
of medicine. 

(3) Establishment of three major 
physical medicine and rehabilitation at the medical 
schools of Columbia University, New York Uni- 
versity, and the Medical College of Virginia. 

(4) Establishment of special projects in teach 
ing and research at various medical schools scat 
tered throughout the United States. 

(5) Publication of over two hundred and fifty 
scientific articles on physical medicine and reha 


centers of 


bilitation 


The Baruch Committee reported that when it 
began its activities only 42 percent of the nation’s 
medical schools were offering instruction in physi- 
cal medicine and rehabilitation, while today, largely 
owing to its efforts, over 67 percent of the medi- 
cal schools are providing such instruction and an- 
other 20 percent are planning to do so. 

It was added that when the Committee started 
its work only three medical centers offered resi- 
dencies in physical medicine and _ rehabilitation, 
while today over eighty residencies are available at 
forty different medical centers scattered throughout 
the United States. 

Furthermore, when the Baruch Committee began 
its work, the special field of physical medicine and 
rehabilitation was not generally recognized by the 
medical profession; but today, chiefly through the 
efforts of the Committee and other medical groups, 
the American Medical Association has established 
a permanent Section on Physical Medicine and Re- 
habilitation. Also, on recommendation of the Com 
mittee, the Advisory Board for Medical Specialties 
has established a specialty Board on Physical Medi- 
cine and Rehabilitation to certify physicians in this 
field of medica! practice. Thus physical medicine 
and rehabilitation became the sixteenth medical 
specialty to become recognized. This occasioned a 
remark by Mr. Baruch to the Committee that 

You have made physical medicine and rehabili- 
tation an accepted branch of medicine.” 

Dr. Krusen said that this was an extremely sig- 
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nificant development and in thanking his associates 
he added: “Your work has brought into being a 
new medical specialty which has already demon- 
strated its ability to bring relief to many thousands 
of sick and disabled persons and to restore other 
thousands of handicapped people to useful citizen- 
ship. It has laid the groundwork for the restoration, 
in the future, of untold millions of crippled chil- 
dren and adults to the fullest possible physical, 
social, and economic usefulness to themselves and 
to the nation. Mr. Baruch’s generosity and your 
labors have been humanitarian contributions of 
tremendous magnitude toward the welfare of our 
democracy.” 

Dr. Krusen, who has been Executive Director 
of the Committee since its inception, and who suc- 
ceeded the late Dr. Ray Lyman Wilbur (former 
Secretary of the Interior) as Chairman of the Com- 
mittee following Dr. Wilbur's death in June 1949, 
paid tribute to the inspiring example set by Dr. 
Simon Baruch, the kindly generosity and wise 
counsel of Bernard M. Baruch, and the remark- 
able leadership of Dr. Ray Lyman Wilbur in the 
organization of the work of the Committee. 

Dr. Krusen also extended his thanks to the 
other medical scientists who served on the Com- 
mittee and who, with the aid of many subcommit 
tees, have completed the work so expeditiously 
The members of the Baruch Committee include: 
Dr. John F. Fulton of Yale University; Dr. Charles 
G. Heyd of Columbia University; Dr. Andrew C. 
Ivy of the University of Illinois; Dr. Chauncey C. 
Leake of the University of Texas; Dr. Frank R. 
Ober of Harvard University; Dr. Winfred Over- 
holser of St. Elizabeth’s Hospital, Washington, 
D. C.; Dr. Howard A. Rusk of New York Uni- 
versity; Dr. Alfred R. Shands, Jr., of the Alfred 
I. duPont Hospital for Crippled Children, Wil- 
mington, Delaware; Dr. Francis O. Schmitt of 
Massachusetts Institute of Technology; Dr. Wil- 
liam S. Tillett of New York University; and Dr. 
Arthur L. Watkins of Harvard University. 

In commenting to the Chairman on the discon- 
tinuance of the work of the Baruch Committee and 
on the achievement of its goals, Mr. Baruch wrote: 

Evidently we have come to the same conclusion 
on the desirability of the termination of the Baruch 
Committee on Physical Medicine and Rehabili- 
tation. 

‘I am deeply grateful to you and your associ- 
ates for the intelligent and effective way in which 
you have worked on every occasion. I have demon- 
strated my confidence in your committee’s work 
by accepting all your recommendations. 

“I feel pleased that the work of the Committee 
has finally culminated in the goal toward which 
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my father strove. You have made physical medicine 
and rehabilitation an accepted branch of medicine 
I have seen with my own eyes the evidences of the 
results in the veterans and other hospitals. I saw 
it in your own well-run Section on Physical Medi 
cine and Rehabilitation at the Mayo Clinic. 

“The grants which you have recommended | 
hope will result in a source of permanent allevia 
tion to the injured and handicapped 

“I am watching the several institutions to which 
your Committee recommended various grants and 
hope you will give me your judgment about them 
from time to time, for it is my object to make 
further grants to those who undertake the work 
with enthusiasm and beneficial results.” 

During the period of its activities the Baruch 
Committee published five major reports which were 
widely distributed and which served to provide 
much information to medical scientists throughout 
the world concerning the modern advances in phys- 
ical medicine and rehabilitation. 

The Committee also provided fellowships in 
physical medicine and rehabilitation for forty-eight 
young physicians. It has established three major 
centers of physical medicine and rehabilitation 
at Columbia University, New York University, 
and the Medical College of Virginia. The Com- 
mittee also has provided grants for projects in 
teaching and research at medical schools through- 
out the United States, including George Washing- 
ton University, Harvard University, University of 
Illinois, University of Iowa, Marquette University, 
Massachusetts Institute of Technology, University 
of Minnesota, University of Southern California, 
and Washington University of St. Louis 

The Committee lists over two hundred and fifty 
scientific publications dealing with teaching, re- 
search, and practice in physical medicine and reha- 
bilitation which have been prepared by the projects 
supported by the Committee at these institutions 

Dr. Howard A. Rusk of New York University, 
as Chairman of the Subcommittee on Community 
Rehabilitation Centers, reported that his group has 
prepared a special report which was widely dis- 
tributed throughout the world and which was 
translated into French. This report has stimulated 
the organization of rehabilitation centers in many 
communities from coast to well as in 
foreign countries. In commenting on this project, 
the president of a large hospital in Pennsylvania 
said that the movement has progressed far enough 
so that if the representatives of the Baruch Com- 
mittee did nothing further, ‘the battle has been 
won and physical rehabilitation plans will spread 
over the entire country.” 

Dr. Krusen said he believed that the Subcom- 
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mittee on War and Postwar Physical Rehabilitation 
which met in Washington, D. C., every sixty days 
during World War II was largely instrumental in 
developing the fine military programs for the 
rehabilitation of wounded soldiers and sailors and 
laid the groundwork for the excellent program of 
medical rehabilitation of veterans which extends 
throughout the Veterans Administration Hospitals 

Dr. Robert C. Darling of Columbia University 
reported that his Subcommittee on Physical Fit 
ness has published a detailed study of this impor 
tant subject which has been widely distributed 

Dr. Francis O. Schmitt of Massachusetts Insti 
tute of Technology, Chairman of the Subcommittee 
on Teaching of Physics, said that his committee 
has aided considerably in laying plans for better 
courses in premedical physics so that physicians 
will have a better understanding of the treatment 
of disease by physical agents. Special grants were 
made by the Committee to the American Associa- 
tion of Physics Teachers in promotion of this 
project. 


Air Force, WMSC 


Quotas for the dietetic internship, clinical affli 
ation, and physical therapy training courses have 
now been met, according to Lt. Col. Miriam E. 
Perry, Acting Chief, USAF Women’s Medical 
Specialist Corps. The dietitian and occupational 
therapist selectees will enter training next Septem- 
ber at the Medical Field Service School, Fort Sam 
Houston, Texas. Physical therapist selectees will 
enter the school during October 


Dr. Martha Eliot Resigns 


The resignation of Dr. Martha Eliot as Assistant 
Director-General of the World Health Organiza 
tion in Charge of Advisory Services, has been an 
nounced by Dr. Brock Chisholm, WHO Director- 
General. Dr. Eliot will be replaced by Dr. Marcel- 
lino Gomes Candau, who is at present Director of 
the WHO Division of Organization of Public 
Health Services. 


The revised edition of ‘Physical Therapy—A 


Service and a Career” is now available from the 
National Office. This new publication, fully illus- 
trated, is entitled “Is This The Door To Your 
Future?’ and contains detailed information con- 
cerning training, prerequisite education, and job 
opportunities. Copies may be secured by writing 
to the American Physical Therapy Association, 
1790 Broadway, New York 19, New York. 
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The Measurement of Physical 
Fitness as a Problem in Physical 
Medicine 

Frederic T. Jung, Ph.D., 
Chicago. In ARCHIVES OF 
MEDICINE, 32:5:327, May 


The development of accurate diag- 
nostic tests is essential to the prog- 
ress of physical medicine. Existing 
measurements of over-all fitness need 
to be extended so as to apply to 
people of all ages and even to pa- 
tients in bed 

Investigators proposing new diag 
nostic procedures and manufacturers 
introducing new forms of diagnostic 
apparatus should be certain that the 
reliability or validity (as the case 
may be) of the new procedure is 
determined by sound mathematical 
analysis before making enthusiastic 
claims for it. Dependable diagnostic 
methods are prerequisite to any criti 
cal evaluation of therapeutic results 

Tests for over-all fitness are as 
essential as are tests for the func- 
tional state of single organs. Such 
tests, if properly refined, may yield 
better evidence than is now available 
for the subtle benefits of many forms 


M.D., 
PHYSICAL 
1951. 


of physical medicine, such as mas 
sage and sunlight 


Hot Packing 

Francis X. Sweeney, M.D., and 
Emery K. Stoner, M.D., Philadelphia 
In ARCHIVES OF PHYSICAL MEDI- 
CINE, 32:4:219, April 1951. 


Since the advent of Sister Kenny 
much has been written pro and con 
concerning the efficacy of hot packs 
in the relief of pain and spasm as 
found in poliomyelitis and other 
neuromuscular disorders. Although 
this modality is generally accepted 
today in the treatment of acute polio- 
myelitis, there is nothing but con- 
jecture as to its mode of operation 
The purpose of this investigation 
was to determine the thermal effects 
of hot packs on skin, subcutaneous, 
and deep muscle temperatures. 

It was found that hot packs 
applied to one thigh do elevate the 
skin, subcutaneous, and deep muscle 
temperatures and produce peripheral 
vasodilatation. The initial, relatively 
transitory effects on skin tempera- 
ture are impressive. Body tempera- 
ture is not increased by hot packs 
applied to one thigh, but this pro- 
cedure can cause reflex peripheral 
vasodilatation of the fingers and toes 
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This is as pronounced on the contra- 
lateral side as on the packed side. 

It was shown that the gradient 
between deep muscle, subcutaneous, 
and skin temperatures is decreased 
in the packed area. These tempera- 
tures approximate body temperature. 

The optimum packing time seems 
to be in the neighborhood of sixty 
minutes, because both the local and 
the peripheral temperature effects of 
hot packing of one thigh are similar, 
whether the packs are repeated every 
five, fifteen, or sixty minutes 

The initial skin temperatures are 
affected by the rapidity of applica- 
tion of the hot packs, and the highest 
tolerable skin temperatures are be- 
tween 45 and 50 degrees C 


Photogoniometry: A New Method 
of Measurement of Range of 
Motion of Joints 

Harry T. Zankel, M.D. with the 
technical assistance of Paul Doelker, 
Chief, Manual Arts Therapy, Cleve- 
land. In ARCHIVES OF PHYSICAL 
MEDICINE, 32:4:227, April 1951. 


All goniometers, when properly 
used, grve adequate information as 
to the mobility of joints. Photogo- 
niometry is proposed as a new and 
perhaps improved method of joint 
measurement for the following rea- 
sons: (1) It is more accurate; (2) 
it is more susceptible to duplication 
by different technicians; and (3) it 
lends itself better to teaching, in 
that many observers can study the 
same joint measurements at the same 
time 

This report describes the parts of 
a photogoniometer and outlines the 
technic for its use. 


Practice of Physical Therapy 
Editorial. In THe New ENGLAND 
JOURNAL OF MEDICINE, 244:12:452, 
March 22, 1951. 


A degree of confusion has been 
occasioned in the Commonwealth by 
the existence of two organizations 
concerned with physical therapy. The 
Society of Graduate Physical Ther- 
apists, which might politely be said 
to represent the goats, is allegedly 
made up of the graduates of sub- 
standard and commercial schools of 
physical therapy. The Massachusetts 
Chapter of the American Physical 
Therapy Association, on the other 
hand, which may with equal pro- 
priety be considered to represent the 
sheep, is composed of the graduates 
of those schools approved by the 
Council on Medical Education and 
Hospitals of the American Medical 
Association. 
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Last year a bill was sponsored in 
the legislature that provided for the 
regulation of the practice of physical 
therapy in the state. Not only was 
this a mandatory bill, which pro- 
hibited visiting nurses, licensed at- 
tendants, and workers in physicians’ 
offices from carrying out any form 
of physical therapy whatever, but 
also it failed to provide at all for 
medical direction. The bill was de- 
feated, although its passage had been 
favored by the legislative committee 
on public health 

A bill had been filed in 1951 by 
Charles J. Dunn, counsel for the 
Committee on Legislation of the 
Massachusetts Medical Society, at the 
instance of the Massachusetts Chap- 
ter of the American Physical Therapy 
Association. This bill defines a phys- 
ical therapist as “a person who prac- 
tices physical therapy as defined in 
this act under the prescription, super- 
vision, and direction of a person 
licensed in this state to practice medi- 
cine and surgery” The use of roent- 
gen rays and radium for therapeutic 
purposes is excluded in the definition 
of physical therapy 

The passage of this bill should be 
encouraged 


Present and Future Plans for the 
Rehabilitation of atients in 
General Hospitals—IlI 


Nila Kirkpatrick Covalt, M.D., 
Rocky Hill, Conn. In THe Mopern 
HospPITaL, 76:5:96, May 1951. 


A physical medicine department is 
the foundation of rehabilitation. That 
department offers diagnostic and 
treatment service to every field of 
medicine and surgery. The physia- 
trist becomes the logical coordinator 
of a rehabilitation program. 

Physical medicine basically com- 
prises the two divisions of occupa- 
tional therapy and physical therapy 
The minimum equipment and space 
for physical therapy in any hospital 
containing up to 300 beds is eight 
treatment tables in 8-by-8-foot cubi- 
cles. Ideally, there should be treat- 
ment rooms with a large adjoining 
gymnasium 

Basic equipment 
same for 25 as for 300 patients 
Above 300 hospital beds, some 
types of equipment have to be dupli- 
cated. A gymnasium is a primary re- 
quirement. Parallel bars with a mini- 
mum length of 20 feet are used to 
start all walking training. These 
belong in the gymnasium, as do mats, 
shoulder wheels, stall bars, curbs, 
ramps, and stairs. This equipment 
is necessary for functional training 


needs are the 





in self-care, as well as for definitive 
treatment 

It is that there be 
sufhcient space to permit the use 
of the gymnasium and equipment 
by from eight to ten patients simul 
taneously. Many exercises are best 
given on mats, where patients can 
do more exercises with a more nearly 
complete range of motion and with 
out the fear of falling which they 
on a table. Progressive exer 
cises, such as crawling or short 
crutch walking, can be done only 
on mats. Mats take up space, as do 
the parallel bars 

The minimum space for a physical 
medicine and rehabilitation depart 
ment in a hospital of from 300 to 
750 beds should be 10,000 square 
feet, including gymnasium space 


mandatory 


have 


Ski Injuries 

Gordon M. Morrison, M.D., and Ed 
ward J. Coughlin, Jr. M.D. In 
AMERICAN JOURNAL OF SURGERY, 
80:6:630, November 15, 1950 


A survey of 226 patients represent 
254 injuries incurred while skiing 
is presented. Figures are shown giv 
the incidence of injuries to the 
wer extremity, particularly to fra 
tures of the lateral malleolus and to 
sprains of the internal lateral liga 
ment of the knee joint 

The treatment of individuals var- 
ied with the type of injury. Fractures 
of the femur were treated variously 
with skeletal traction and with in 
fixation. Fractures of the lat 
eral malleolus were evaluated very 
carefully to make there was no 
diastasis of the joint mortice and no 
severe tear of the intrinsic ligaments 
of the ankle joint. If there was no 

jor tear and no widening of the 

ethyl chloride spray, fol 
with early ambulation, was 
permitted within the limits of pain 
In all patients followed over a three 
year period, weight bearing was com 
pleted within the first ten days fol 
| injury, and disability was 
practically zero within two weeks 
Intensive physical therapy in the 
form of whirlpool and massage was 
instituted on the day following in 
and daily thereafter until the 
soft tissues had returned to a nor 
appearance. If there was any 
suggestion of pain on weight bearing 
after ethyl chloride spray, no weight 
bearing was permitted until the site 
further evaluated after twenty 
hours 


ing 


ing 
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ternal 


sure 


mortice, 


lowed 


wing 


jury 


mal 


was 
four 

It is stressed that early ambulation 
is not advocated as a general rule for 
fractures of the lateral malleolus and 
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should never be used in the hands of 
the inexperienced 

Sprains of the internal lateral liga 
ment of the knee joint were treated 
with a good deal of conservatism, 
both because of danger of laxity of 
the ligamentous structure, and 
cause of the possibility of an interna! 
meniscus injury. Compression dress 
ings were applied immediately and 
ice packs applied with elevation of 
the part. If there were any sugges 
tion of instability, the leg was im 
mobilized in a plaster cylinder. If 
there were no instability, physical 
therapy was instituted early and 
gradually increasing weight bearing 
was allowed, depending upon the 
amount of hemarthrosis present 


A Method of Internal Fixation 
for the McMurray Type of Inter- 
trochanteric Osteotomy 

O. Sherwin Staples, M.D., Hanover, 
N. H. In THe JourNat or Bone 
AND JOINT SURGERY, 33-A:2:508, 
April 1951 


An osteotomy nail is described 
which was devised to provide suf- 
ficient internal stability so that the 
plaster spica cast could be eliminated 
in the postoperative care of fractures 
of the neck of the femur. The cast 
is replaced by a balanced splint, 
allowing early mobilization of the 
knee and foot 

At the completion of the opera 
tion, the affected hip is maintained 
in 30 or 40 degrees of abduction, in 
neutral rotation, and in approxi 
mately 30 degrees of flexion and held 
by means of a balanced Thomas or 
Hodgen splint with a Pearson attach- 
ment. Usually five pounds of adhe 
sive skin traction is applied to the 
leg and maintained for one or two 
weeks. Position in bed is important, 
so that adduction of the hip operated 
upon does not take place 

Active exercises for the foot and 
ankle can be started at any time, 
along with quadriceps-setting exer 
cises. To these may be added, usually 
at the end of two weeks, passive 
flexion and extension of the knee, 
done manually by the patient by 
means of a rope-pulley arrangement 
attached to the end of the Pearson 
attachment 

At the end of seven weeks there 
usually is sufficient healing to permit 
the removal of the apparatus and the 
institution of walking in a walker 
with mild weight bearing. Chang: 
is then made to crutches, and finally 
a cane, when the patient is func- 
tionally ready. More extensive exer 
cises for hip and knee may be added 
when the splint has been removed 
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An Improved Type of Arthro- 
plasty of the Hip Joint 

F. DePalma, M.D., Phila- 
In THE JOURNAL OF BONE 
SuRGERY, 33-A:2:437, 


Anthony 
delphia 
AND JOINT 
April 1951 


This type of arthroplasty is an ex 
tensive surgical procedure. It should 
be employed only in those patients 
with relatively good general physical 
fitness, who have the willingness to 
cooperate fully after the operation 
It is primarily designed for cases of 
non-union with necrosis of the head 
of the femur and absorption of the 
femoral neck. However, as previously 
noted, this arthroplasty has given ex- 
cellent results in cases of osteoarthri- 
tis of the hip joint; and there is 
reason to believe that it will give 
equally good results in patients with 
arthritis following Legg-Perthes dis- 
ease, slipped femoral epiphysis, and 
fracture-dislocation of the hip joint. 

If all details of the outlined pro- 
cedure have been meticulously car- 
ried out, the stability of the hip will 
be such that no plaster fixation is 
needed postoperatively. The extrem- 
ity is placed in an apparatus to 
hold it in balanced suspension ; active 
motion is started on the first post- 
operative day. In the apparatus the 
extremity is flexed 25 to 30 degrees 
at the hip, abducted 45 degrees, and 
flexed 15 to 20 degrees at the knee. 
The toes and patella point straight 
upward 

As stated previously, motion at 
the hip and knee is started at once 
on a regulated schedule; physical 
therapy in the form of heat, massage, 
and quadriceps exercises is given 
daily. At the end of six weeks the 
patient is allowed up on crutches 
with an elevated shoe on the opposite 
foot and is told to swing the affected 
leg in all directions. No weight- 
bearing is allowed on the extremity 
until there is roentgenographic evi- 
dence of good bony union at the 
osteotomy site—a period of twelve 
to sixteen weeks. With the return 
of good muscle control, the crutches 
are discarded in favor of a cane. 


Electrically Heated Hot Packs: 
Experimental Study of a New 
Method 


Alex Harell, M.D., Emily E. Muel- 
ler, M.S., and Sedgwick Mead, M.D. 
In ARCHIVES OF PHysiICAL MeEDI- 
CINE, 32:4:211, April 1951. 


For some time hot packs have been 
used in the treatment of polio- 
myelitis, arthritis, and certain other 
diseases, but there still is consider- 
able difference of opinion as to 
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whether the application of hot packs 
—at least in poliomyelitis—is a 
physiologically sound form of treat- 
ment. However, if one selects to use 
hot packs it is desirable to find a 
simpler and less time-consuming 
method of applying the packs. The 
General Electric Company designed 
an apparatus for this purpose that 
includes “pads” that are heated by 
built-in thermal elements while the 
pads are on the area to be treated. 

This study was intended not to 
discuss the principles and use of 
hot packs as such but to determine 
whether this apparatus provided a 
simpler yet safe application of moist 
heat and whether or not this method 
of application could produce the 
same heating effects as are produced 
by the well-known conventional type 
of hot packs. 


The practical advantages of the 


electrically heated packs are many: 


(1) The apparatus is easily port- 
able 

(2) The treatment may be carried 
out by a minimum of personnel 

(3) The technic of application is 
extremely simple 

(4) Because the electrical device 
repeats the cycle automatically and 
the pack does not have to be re- 
applied each time, the patient bears 
a minimum of discomfort during the 
treatment 

(5) The patient can move his ex- 
tremities while the treatment is in 
progress, because the pads are laced 
or wound securely. 

(6) Since the heating mechanism 
is regulated from within, the patient 
can move his extremities while the 
treatment is being given 

(7) When the commercial model 
is available it will be completely 
grounded and the voltage will be 
transformed down to a safe level by 
means of an insulating transformer 

(8) The apparatus could be ad 
justed and modified to operate on 
batteries 


The cycle of 214 minutes on, 124, 
minutes off, which is provided by 
this apparatus, appears adequate to 
produce a comfortable and safe tis- 
sue temperature rise. 

Neither the maximum pack tem- 
peratures nor the temperature varia- 
tion during any one on-and-off 
period produced by the electrically 
heated packs was as great as those 
produced by the conventional type 
of hot packs. 

Even though the actual pack tem- 
peratures produced by the two types 
of hot packs differ decidedly, these 
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differences are not reflected in mus- 
cle temperature changes. If one 
chooses to use hot packs to obtain 
increases in muscle temperature, then 
there seems to be little advantage in 
the use of repeated fifteen-minute 
applications of the conventional type 
of hot packs, whereby a very abrupt 
initial rise in pack temperature is 
produced. Since the two methods 
produced an almost uniform, high 
level of muscle heating, the electri- 
cally heated packs may well be used 


Amputee Rehabilitation 


Commander Thomas J. Canty (MC), 
U.S.N., Mare Island, Vallejo, Calif 
In ARCHIVES OF PHYSICAL MEDI- 
CINE, 32:4:219, April 1951. 


Rehabilitation is best applied in 
a rehabilitation center, where a com- 
plete, well-rounded, organized reha- 
bilitation program can be followed. 

The first Armed Service Amputa- 
tion Center was established at the 
United States Naval Hospital, Mare 
Island, Vallejo, California, in 1943 
Over 2,500 amputees have been 
handled by this hospital, and careful 
follow-up records reveal that 90 per- 
cent of the patients who have passed 
through this center have been suc- 
cessfully rehabilitated. The program 
at this center consists in (1) ade- 
quate medical and surgical care, (2) 
physical reconditioning of the body 
and stump, (3) provision with a 
modern, comfortable prosthesis, (4) 
training in the use of the prosthesis, 
(5) pre-vocational and educational 
services, (6) psychological aids and 
helps to the handicapped, (7) selec- 
tive job placement 

When a patient arrives at the cen- 
ter after suffering a traumatic am- 
putation or a modified guillotine 
operation as a life-saving measure, 
the first task is to heal and re-form 
the stump. Rehabilitation motion 
pictures also are shown so that he 
may better visualize what to expect. 
As the patient's wounds heal and he 
becomes ambulatory, the range of 
activity is increased. Physical train- 
ing, including progressive exercises, 
is prescribed, and swimming and 
physical games are emphasized. All 
this time the amputee may attend 
educational classes. His stump is 
shrunk by means of an elastic band- 
age, and special stump exercises are 
given by the physical therapy depart- 
ment. 

When the stump is sufficiently 
healed and shrunk, the prosthesis is 
fitted, and the patient then proceeds 
to the prosthesis training department 
where he is taught balance, posture, 
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gait, and walking, or, in the case of 
an arm amputee, he is taught the 
practical use of his prosthesis. 

The amputee is taught to be self- 
sufficient, is not coddled, and actually 
strives to be a better walker than his 
buddy, thus building up a spirit of 
competition. Upon discharge he can 
again face life, not as a burden to 
himself, his family, and society, but 
as a self-sustaining member in spite 
of his disability. 


Severe Injuries of the Knee 
Joint; Diagnosis and Treatment 


Harry D. Morris, M.D. New 
Orleans. In New ORLEANS MEDICAL 
AND SURGICAL JOURNAL, 103:9:371, 
March 1951 


Of all the joints in the human 
body none so frequently suffers de- 
rangement of function and stability 
by trauma as does the knee. Its 
complicated mechanism and intrinsic 
structure make acurate diagnosis of 
its many disabilities difficult. 

Injuries to the lateral ligaments 
of the knee joint are the results of 
forceful lateral bending, either in 
abduction or adduction, producing 
damage to the lateral ligament on 
the side opposite the application of 
pressure. A firm compression band- 
age should be applied immediately 
following injury. Early application of 
extension, exercises for quadriceps 
mechanism, and ambulation in a 
walking cylinder, which protects the 
ligament but allows active use of 
the muscles of the joint, usually are 
sufficient 

Fractures or tears of the semi- 
lunar cartilages account for approxi- 
mately 80 percent of all internal de- 
rangements of the knee. They are 
most frequently the result of adduc- 
tion, rotation strain with the knee 
flexed and the foot fixed. It is use- 
less to immobilize a knee that is 
in a locked position. Manipulation, 
either with or without an anesthetic, 
should be carried out, and in the 
majority of cases the knee can be 
brought into complete extension 
Morris is firmly convinced that in 
its initial ocurreace every meniscal 
injury which has never been locked 
or can be successfully unlocked, 
should have a trial of conservative 
treatment. This consists of the appli- 
cation of a circular plaster cylinder 
from groin to ankle with the knee in 
180 degrees of extension, to be left 
in place for not less than three and 
not more than six weeks, during 
which time the patient is given 
specific instructions in exercises of 
the quadriceps muscles within the 





plaster. At this time he should be 
freely ambulatory, bearing weight 
on the affected leg. If the knee joint 
cannot be unlocked at the time of 
the initial injury, the patient should 
be operated on relatively early and 
not allowed to bear weight on the 
flexed knee 

Chondromalacia of the patella is 
receiving more and more attention 
as the pathologic changes of the 
condition are becoming better under- 
Symptoms frequently are con 
fused with those of a meniscal in 
jury. The most outstanding mani- 
festation is repeated effusion with 
pain on extending the knee, particu 
larly on climbing stairs. If simple 

physical therapy and 
immobilization of the 
not sufficient to prevent 
periodic exacerbations, arthrotomy 
with shaving off of the degenerated 
cartilage, or excision of the patella 
in severe cases, is indicated 
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Reconstructive Surgery in Spinal 
Cord Injuries 


A. Estin Comarr, M.D., Van Nuys, 
Calif. In THe JOURNAL OF THE 
AMERICAN MEDICAL ASSOCIATION, 
146 3:229, May 19, 1951 


Decubitus ulcers are a frequent 
complication of spinal cord injuries 
Their prevention and cure by con- 
servative means has been a major ob- 
jective of physical medicine 

In wartime the incidence of ulcers 
amounted to 95 percent, while it 
dropped to 28 percent in peacetime 
When the short time required to pro 
duce an ulcer and the importance of 
nursing care are considered, the dif 
ference of ulcer incidence in war and 
peace is not surprising. Theoretically, 
the incidence should drop to zero if 
patients with spinal cord injuries 
admitted immediately to cen- 
ters which were adequately equipped 
for this care 

All prominences of the body which 
are exposed to pressure are potential 
Ulcers can 
according to the time 
appearance, according to 
their pathology, according to their 
clinical significance, and according 
to the bacteriological flora. “Early” 
ulcers are distinguished from “late” 
ulcers in that they appear immedi- 
ately after the injury for which the 
patient is confined to bed. “Late” 
appear several months after 
the injury, when the patient becomes 
active in 
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be classified 
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Prevention is the best cure of 
decubitus ulcer. Averting pressure by 
frequent turning of the patient, the 
use of Stryker frames, and care of 
the skin is necessary. Padding with 
various types of “doughnuts” and 
airfoam rubber mattresses is an ad 
ditional protective measure. Sawdust 
beds or vibrating beds rarely will be 
necessary. Proper instruction to the 
wheel chair patient is indicated on 
how to relieve the ischiac tuberosities 
from weight bearing and how to 
avoid trauma during the transfer to 
and from wheel chairs. If ulcers are 
to be prevented, it is self-evident that 
the patient's general health must be 
kept at its best. Despite indoctrina- 
tion of patients and repeated warn- 
ings, decubitus ulcers occur because 
of the lack of cooperation that is 
consistent with the known mental 
reaction of paraplegic patients. Early 
ambulation is one important means 
of prevention, with corrective phys- 
ical rehabilitation playing an import- 
ant part in keeping the general con- 
dition of health at optimum level 

Treatment can be divided into gen- 
eral and local measures; the latter 
can be further subdivided into con- 
servative and surgical 

The general measures consist of 
correction of anemia and hypopro- 
teinemia by transfusions of blood 
and irradiated plasma, correction of 
anorexia by insulin, reduction of uri- 
nary infection, and reduction of 
spasticity. The latter is initially in 
the domain of physical medicine be- 
cause it is accomplished by the in- 
stitution of muscle fatigue by heat, 
hydrotherapy, electric stimulation, or 
ambulation 

The local conservative treatment is 
divided according to the appearance 
of the ulcer. Superficial ulcers are 
treated by ultraviolet radiation or by 
exposure to the sun wherever clim- 
atic conditions are favorable 

The surgical management consists 
of palliative and radical methods 
Ambulation is resumed four weeks 
after repair of trochanteric and sacral 
ulcers and six weeks after removal 
of portions of the ischium. Mild 
spasticity must be controlled by im- 
mobilization through proper splint- 
ing, including casts 

Surveys taken at various periods 
show that an average of over 59 per- 
cent of the total number of ulcers at 
various sites will heal under conser- 
vative measures 
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Surgical Management in Polio- 
myelitis 

Frank O'Gorman, M.B., Ch.B., 
M.R.C.P., F.R.C.S. In THe Bririsu 
JOURNAL OF PHySICAL MEDICINE, 
14:4:85, April 1951. 


The therapeutic management of 
poliomyelitis demands the close co 
operation of physician, orthopedic 
surgeon, and physical medicine ex- 
pert. Also, treatment must begin in 
the acute stage if the advanced de- 
formity, traditionally but erroneously 
considered to be the mark of the 
chronic disease, is to disappear. 

During the convalescent stage, cer- 
tain general principles and measures 
are followed. It is necessary to begin 
by constructing an accurate chart of 
the muscles involved, with a view to 
a long-term plan of therapy, the ul- 
timate purpose of which is to restore 
the maximal amount of functional 
activity. The therapeutic policy can 
be epitomized as follows: to relieve 
symptoms, to prevent increasing de- 
formity, and to restore function 

A number of general measures 
should be used 

While massage is of considerable 
value in stimulating circulation and 
lymph flow, it must never become a 
substitute for correct support; it 
must be complementary. Also, mas- 
sage must always be gentle, but it 
may commence once muscle tender- 
ness has subsided. Constant care must 
be exercised against the overstretch- 
ing of weak muscles 

Heat in the form of a lamp, or by 
hot packs, or by means of a hot pool, 
certainly is useful; muscles act more 
easily when warm, and spasm is di- 
minished. The patient's skin is very 
sensitive in many cases, however, 
and caution should be exercised to 
avoid burns 

Pool treatment combines the ad- 
vantages of heat and support. If nec- 
essary, a canvas sling can be used to 
take the patient's weight, and a slop- 
ing floor in the pool can serve w 
» & some resistance. 

The value of electrical stimulation 
is controversial. If the method is em- 
ployed, muscle fatigue from over- 
stimulation must be avoided. 

The technic of muscle reeducation 
is to teach the patient to concentrate 
mentally on the performance of the 
required movement, while that move- 
ment is carried out passively. Resist- 
ance to movement can be introduced, 
but it must be done gradually. En 
thusiasm and interest in progress 
must be maintained. “Trick” move- 
ments are not permitted. Very weak 
muscles can be reeducated and trained 
by the aid of gravity at first, later 
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in neutral on a shiny board, and 
then against resistance with gravity 
Guthrie-Smith springs supply a me 
chanical resistance in training, but 
there is a risk of overfatigue 

It must be stressed that prevention 
is preferable to cure, and great pa- 
tience is called for, both from the 
patient, and from the surgeon. Long 
term therapeutic planning is neces 
sary, and the individuai must be 
considered as a single unit at all 
times and not merely as a series of 
independent mechanical problems 
The ultimate goal is to secure the 
maximum functional improvement, 
and it must be kept in mind con 
stantly that, in a chronic ailment like 
poliomyelitis, physical, social, and 
economic difficulties have to be sur 
mounted if the best results are to be 
achieved 


Tonsillectomy and Poliomyelitis: 
I—Studies on Incidence in 1949 


Morris Siegel, M.D., Morris Green 
berg, M.D., and M. Catherine Magee, 
M.D., New York. In THE JouRNAI 
OF PEDIATRICS, 38:5:537, May 1951 


A method is presented for meas- 
uring the relation of tonsillectomy 
to the incidence of poliomyelitis by 
age group, month of onset, month 
of operation, and time interval be 
tween operation and onset 

The study was limited to 53,007 
operations performed in the hospitals 
of New York City in 1949 when the 
city experienced its third largest 
epidemic of poliomyelitis 

From data obtained in New York 
City during an epidemic year, it 
appears that tonsillectomy predis 
poses to the development of clinical 
symptoms of poliomyelitis 


Tonsillectomy and Poliomyeliti 
Ili—Frequency of Bulbar Paraly- 
sis, 1944-1949 

Morris Siegel, M.D., Morris Green- 
berg, M.D., and M. Catherine Magee, 
M.D., New York. In THe Journal 
OF PEDIATRICS, 38:5:548, May 1951 


A study was made of the frequency 
of bulbar paralysis in 194 cases of 
poliomyelitis occurring within one 


year of tonsillectomy. Those in the 
study were selected from a total of 
6,524 cases of poliomyelitis reported 
in New York City from 1944 
through 1949. 

Two methods of analysis were em- 
ployed, one based on the corrected 
expectancy of bulbar paralysis from 
its distribution among all cases re 
ported during the six-year period 
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under consideration, the other based 
on the results in a randomly selected 
group of cases without a history of 
tonsillectomy and comparable to 
those tonsillectomized with respect 
to age, sex, borough of residence, 
and date of onset 

By both methods employed in the 
study, the percentage of bulbar 
paralysis significantly higher 
than expected among post-tonsillec- 
tomized cases within one month of 
operation. The results were inclusive 
from one to six months after opera- 
tion. No increase in the percentage 
of bulbar paralysis could be demon- 
strated in a small group of cases 
from six to twelve months after 
operation. The critical period when 
bulbar paralysis was most common 
was the first three weeks following 
operation 

An increase in fatality 
noted among cases occurring within 
two months after operation 

The data presented support the 
view that cases of poliomyelitis oc- 
curring shortly after tonsillectomy 
are predisposed to bulbar paralysis 


was 


case was 


Physical Medicine in Occlusive 
Peripheral Arterial Disease 


Editorial. In ARCHIVES OF PHYSICAL 
MEDICINE, 32:4:229, April 1951. 


Considerable difference of opinion 
exists as to the value of the certain 
physical procedures in the treatment 
of the occlusive peripheral arterial 
diseases. It appears that there are 
two main reasons for this lack of 
agreement: (1) The attempt to apply 
the results of acute experiments on 
animals and normal human beings 
to the treatment of chronic occlusive 
arterial disease (Long and patient 
treatment in these cases usually is 
required to obtain results which can 
be objectively demonstrated by physi- 
cal examination, skin temperature de- 
termination, and oscillometry.); (2) 
The lack of controlled clinical studies 
on adequate numbers of patients 
(This could easily be done in cases 
of arteriosclerosis obliterans, which 
are numerous, but would be a much 
slower process in cases of thrombo- 
angiitis obliterans, which are less 
common.) 

A number of physical modalities 
have been used and recommended 
in the treatment of the occlusive 
peripheral arterial diseases. 


(1) Local heat. If local heat is 
to be employed at all in the treat- 
ment of the occlusive peripheral ar- 
terial diseases, it must be used with 
extreme care. Years ago, Starr rec- 
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ommended a_ thermostatically con- 
trolled heat cradle for the feet, 
regulated to maintain a temperature 
of 91.5 to 95 degrees F. Whirlpool 
baths may be used in the treatment 
of these patients if the temperature 
is cautiously adjusted to individual 
tolerance. Ordinarily diathermy 
should not be applied to an extrem- 
ity with impaired circulation since it 
is difficult to gauge with sufficient 
accuracy the amount of heat gener 
ated in the tissues. Generally it is 
wiser to avoid the use of local heat 
in these cases 


(2) Contrast baths, which are a 
potent accelerator of local circula- 
tion. Extremes of temperature should 
be avoided in peripheral vascular 
disease, and although the contrast 
bath may be useful in selected cases, 
it often accentuates rather than les 
sens pain 


(3) Heat applied to some distant 
part for reflex effect. Immersing the 
hands in hot water is one of the 
technics considered best. Heat also 
may be applied to the trunk in the 
form of diathermy or the simple 
electric heating pad, or to the pel- 
vis by means of the sitz bath. These 
distant applications of heat overcome 
the spasm factor in the peripheral 
vessels and give maximal possible 
dilatation 


(4) General heat in the form of 
fever therapy has been used in the 
treatment of thromboangiitis oblit 
erans with excellent results reported 


(5) Special exercises. Exercise is 
a potent stimulus to the peripheral 
circulation and may be combined 
with the effect of gravity as in the 
well-known Buerger-Allen exercises 
The value of these exercises has been 
questioned by some, but since they 
are relatively simple, and give the 
patient an opportunity of doing 
something for himself, they zhould 

used in most cases. Walking, 
within the limits of fatigue and pain, 
is believed by some to be of definite 
value. 


(6) Mechanical 
as the “Pavaex”’ 


procedures such 
boot, intermittent 
venous occlusion, and the Sanders 
oscillating bed. The Sanders bed 
operated in an environmental tem 
perature of 85 degrees F. is most 
effective, but no evidence has been 
found, either experimental or clini- 
cal, that the “Pavaex"’ boot or inter 
mittent venous occlusion are of value 


(7) Histamine or mecholyl ion 
tophoresis have been used in the 
treatment of peripheral vascular dis- 
eases, but they require great care and 
at present are used only infrequently 
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the use of 
atment in the 
erapeutic pool 
massive of 


ite sudden 


achieved in the 
patients whose 
thoracic or lower 
sions inv 
unnot be taught to 
le groups vital to 

involved 
nerally speaking, the older the 
more difficult it becomes 
In any case, adequate 

essential 

it is wise to begin the pa 
ent wit! nat 
off crutches to develop the axillary 
tactile with 
then 


exercises and sawed 
sensations associated 
walking. Progress is 
e standing position with 
crutches. Self-assurance 

€ patient, and balancing 

it directions is taught before any 
is made at walking. He 
ambulation by beginning on 
lel bars and then progress 
crutches. Patients with a 
w the tenth dorsal vertebra 
readily learn a four-point alter 
gait in addition to a “swinging” 


braces 


is vital 


learns 


ing 
lesion bel 
may 
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gait 

self-care and daily 
ideally begun early, 
while the patient is still in bed. Get 
ting from the wheelchair to mat for 
exercise must be taught. When ambu 
items, such 


Training in 


ctivities 1S 


lation is learned, many 
as stair climbing and traveling, are 

to the program. The goal of 
ll such training is to achieve maxi- 


mum self-reliance and physical inde 
pen lence 

The total rehabilitation of the 
paraplegic patient must include voca 
tional retraining and job placement, 
ind this must be planned for from 


the very beginning of his treatment 
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The Effect of the Upright Pos- 
ture upon Hepatic Blood Flow 
in Normotensive and Hyperten- 
sive Subjects 

James W. Culbertson, Robert W. 
Wilkins, Franz J. Ingelfinger, and 
Stanley E. Bradley, Boston. In THE 
JOURNAL OF CLINICAL INVESTIGA- 
TION, 30:3:305, March 1951. 


The upright posture imposes a 
Strain upon the cardiovascular sys- 
tem, chiefly as a result of its hydro- 
static effects in the lower half of the 
body, which, if unopposed, tend to 
produce hypotension in the upper 
half. These hydrostatic effects nor- 
mally are counteracted by autonomic 
vasomotor adjustments, particularly 
in the splanchnic region. For ex- 
ample, the upright posture in man 
usually causes a reduction of renal 
blood flow. However, as yet, no 
direct evidence has been reported 
concerning its effects upon the 
largest remaining portion of the 
splanchnic circulation, namely that 
draining through the liver. The pres- 
ent communication reports measure- 
ments of “hepatic blood flow” ob- 
tained with the bromsulfalein (BSP) 
extraction method in normotensive 
and hypertensive subjects studied 
the supine, in the upright, and again 
in the supine position. 

The results reported confirm the 
impression gained from indirect evi- 
dence that active vasoconstriction 
occurs in splanchnic organs, in addi- 
tion to the kidneys, when human 
subjects are tilted into the upright 
position. The decreases in EHBF 
(estimated hepatic blood flow) 
found in the upright position can- 
not be explained by changes in 
arteriovenous pressure gradient be- 
cause the arterial pressure did not 
decrease proportionately and the 
atrial venous pressure is known not 
to increase in this position. Neither 
can the decreases in EHBF be attrib- 
uted to other passive hydrostatic 
effects such as changes in blood vol- 
ume or intra-abdominal pressure 
That the decreases in EHBF in the 
upright position probably are due to 
active vasoconstriction of sympathetic 
nervous origin has been indicated 
by repeating the studies of EHBF 
in some of the same subjects after 
splanchnicectomy. 

Hepatic blood flow, as estimated 
by the bromsulfalein extraction 
méthod, decreased in eight normo- 
tensive and twelve hypertensive sub- 
jects after passive tilting into the 
upright (75 degrees) position. It 
failed to change regularly in six 
subjects after immersion of a hand 
in ice water for one minute 
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Use of High-Frequency Ultra- 
sonic Waves for Detecting 
Changes of Texture in Living 
Tissues 

J. J. Wild, M.A.. M.B.Camb., and 
Donald Neal, B.Aero.Engng., Minne- 
apolis. In THe LANCET, No. 6656, 
P. 655, March 24, 1951. 


The development of _high-fre- 
quency ultrasonic apparatus by the 
U. S. Navy during the late war pro- 
vided an opportunity to make some 
pilot experiments at 15 megacycles 
on biological tissues. The experi- 
ments (Wild, 1950) were directed 
towards the measurement and the 
detection of changes in the texture 
of biological tissues. Further pilot 
experiments are described in this 
article 

Electrical energy can be converted 
into sound energy by means of crys- 
tals that show the piezo-electric phe- 
nomenon. Sound-waves of very high 
frequency—far above the audible 
range—can be obtained in this way 
If this sound energy is generated in 
pulses, the pulses of sound-waves 
travel out from the crystal in a man- 
ner analogous to that of sound prop- 
agated in the larynx. These pulses 
of sound energy are reflected as 
echoes from interfaces—i.e., surfaces 
at which density changes—in a man- 
ner analogous to that of an echo re- 
turning from a mountain 

The echoes of the pulses of sound 
from interfaces can be multiple if 
enough power is put into the pulses 
to drive them through multiple inter- 
faces. Thus, if it were possible to 
penetrate a series of mountains lying 
one behind the other in the path of 
a shout, then echoes would be ob- 
tained from each successive mountain 
as the shout passed on through air 
to the next mountain, and so forth 

The echoes returning from a 
mountain at which a shout is direc- 
ted are picked up by the human ear. 
The piezo-electric crystal, in addition 
to propagating sound-waves, can 
also “hear” sound-waves. Thus, one 
crystal could generate pulses of 
sound-waves while another received 
the pulses, and the time could be 
measured for the passage of the 
sound-waves through permeable 
media placed between the sender and 
the receiver. Or the same crystal can 
both transmit and receive the echoes 

the method used in the experi- 
ments described in this article. 

The biological effects of contin- 
uously applied ultrasonic energy have 
in the past been studied in consider- 
able detail. Many workers have em- 
phasized the possibility of damage 
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to biological tissue by continuous 
ultrasonic energy. Therefore, it was 
deemed advisable to look into this 
matter before proceeding with the 
pilot work. 

Wild and Neal have explained the 
principle of the ultrasonograph, 
which shows that tissues of differeni 
texture give different ultrasonograms 
and that tissues of abnormal texture 
can be detected by ultrasonography. 

No harmful effects were found in 
tissues subjected to ultrasonic waves 
of the energy used in ultrasonogra- 
phy. 


Muscle Reeducation in Polio- 
myelitis 

M. Forrester-Brown, M.S.. M.D., 
Emeritus Consultant, Bath and Wes- 
sex Orthopedic Hospital. In THE 
BRITISH JOURNAL OF PHYSICAL MED- 


ICINE, 14:4:75, April 1951. 


Muscle reeducation, if it is to be 
successful, must be based on appre- 
ciation of the pathology of poliomye- 
litis and the physiology of normal 
muscle action. 

In the Bath and Wessex orthopedic 
scheme, physical therapy is begun 
approximately three weeks after the 
onset of the disease. Should an acute 
relapse occur, the physical therapy 
1s interrupted until the acute symp- 
toms have subsided. The relapse 
usually is shorter than the initial 
attack 

Those muscles, the nerve cells of 
which have been inhibited for a 
time but not actually destroyed, are 
apt to become “‘lost’’ to the patient, 
who, left to himself, may fail to 
discover their return of function for 
months or even years, so that disuse 
weakness is added to the original 
paralysis. It is the function of physi- 
cal therapy to reconnect the volition 
to such muscles. The laziest way of 
doing this is by electrical stimulation. 

The second main consideration in 
restoring function after paralysis is 
to prevent over-lengthening of the 
recovering muscles, whether by grav- 
ity, by outside forces like the weight 
of bed-clothes, or by the action of 
their unparalyzed antagonists. If one 
places a patient in positions in which 
his unparalyzed muscles function 
comfortably, without being allowed 
to overstretch the helpless ones, the 
patient will do a vast amount of reg- 
ular gentle exercise himself, and the 
physical therapy staff can concen- 
trate on developing the really weak 
muscles. 

The experience in Bath of many 
years of antigravity splinting has 
shown that muscles which, at the 
end of two years from the onset, 





show only a flicker of power, may, in 
the course of ten years, develop 
sufficiently to support a limb very 
well 

Slings in which the limb is coun 
terpoised by a weight and pulley, s 
that the joints can be moved by min 
imal muscle contractions, as in water, 
ure much favored by Forrester-Brown, 
and can be applied during the earliest 
phase of the disease. The weights 
which counterpoise the limb will be 
likely to need adjustment each day, 
as one group of muscles 
another weakens 
opportunity 
unconscious 


gains in 
Slings 
bring into 
voluntary ef 
certain muscles, and this is 
of more value than set exercises in 
duced by the physical therapist 
Springs have a different effect from 
the counterpoised sling. Those of the 
Guthrie-Smith type, when properly 
very valuable for steadily 
increasing the work and strength of 
recovering muscles; however, they are 
weapon and, in the 
inexpert, can be very 


force, of 
afford the 
play the 
forts of 


used, are 


a two edged 
hands of the 
dangerous 

It is not uncommon to see the 
ipparatus rigged up so that a very 
weak quadriceps is invited to extend 
the flexed knee against a fairly strong 
spring. Such physical therapy is not 
merely useless, it is definitely harm 
ui 

Pool treatment in deep warm water 
(from 90 to 100° F.) is one of the 
valuable weapons which we 
possess for treating the convalescent 
from poliomyelitis, but like the oth- 
ers it has its dangers. The very 
weight of the water is a strain on 
heart and lungs, particularly in pa- 
tients who have remained for long 
Furthermore, 
is enervating 
muscular system, so 
should last a 


most 


periods in a respirator 
the heat of the water 
to the whole 
early treatments 
few minutes only 


that 

At quite an early stage it is per 
allow the patient to try 
walking in the water, provided that 
it reaches about up to the nipples 
ind that there are either parallel 
bars in the pool, or overhead slings, 
so that the upper limbs support some 
of the 


missible to 


weight 

Land-walking supports are of many 
ypes and should be graded for suc 
as the patient gains con 
and increased power 

In the final 
everything must be done to 
the patient to practice walking regu 
larly and to rest in the prone posi 
tion, rather than frequently, 
for power in the glutei will return 
after many years and make a patient, 


cessive use 
hdence 
Stages of reeducation 


induce 


seated, 
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who seemed helpless at first, almost 
normally active 

The intrinsic muscles of the hand, 
the most vital for hand function, are 
among the most difficult to reedu 
cate. If they are weak, while the long 
flexors and extensors are strong, the 
hand assumes a claw attitude, which 
causes continuous strain. This is dith 
cult to resist by splinting, and most 
of the elaborate splints with springs, 
designed to assist the intrinsics, are 
heavy and apt to strain weak muscles 
higher up. Opposition of the thumb 
can be maintained easily by putting 
a Perspex roll across the palm, pro 
jecting well beneath thumb and in 
dex finger and held by tapes around 
the back of the hand and wrist. This 
simple device enables a patient to 
pick up small objects between the 
thumb and index, and so slowly to 
develop the weak intrinsics and avoid 
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Reviews 


Some Trends in Neuroanatomy. 


By A. T. Rasmussen 
sor of Anatomy, l 
apolis. Cloth; pp. 93 
Published by Wm. C 
Dubuque, lowa, 1942 


This small monograph is an at 
tempt by the author to bring together 
the historical data of the important 
steps in the development of neuro 
anatomy. This material has been com 
piled from many sources. The im 
portant contributors are named, 
dated, and their contribution stated 
briefly. Since the monograph is di 
vided into micro 
scopic structure of tissues 
and the neurone theory, supporting 
tissue in the central nervous system, 
cranial nerves and nerve components, 
etc—it makes available a_ rapid 
source of reference for background 
material 
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deforming contracture. If there is 
any wrist-drop, a narrow Perspex 
strip can be attached to the back of 
the wrist and forearm by the same 
tapes. If the hnger intrinsics are quite 
paralyzed, this dorsal splint can be 
bent forward over the knuckles and 
the proximal phalanges tied to it, 
so that the knuckles are bent and 
the interphalangeal joints moderately 
straight, as in the normal grasping 
position. It is seldom that such pa- 
ralysis is complete, and this simple 
device encourages frequent use of the 
weak muscles, the ideal 
exercise 

The weak upper limbs should be 
kept warm, especially when they are 
slung up. All exercises not carried 
out in the hot pool are made more 
effective by a preliminary warming 
of the limb by some form of radiant 
heat 


form ot 


4 Manual of Cerebral Palsy 
Equipment. Paper, loose-leaf; price 
$3.75. Published by the National So- 
ciety for Crippled Children and 
Adults, Inc., 11 S. La Salle Street, 
Chicago 3, Ill., 1950. 

The material for this manual was 
gathered and edited by the National 
Society for Crippled Children and 
Adults, Inc., and the Zeta Tau Alpha 
Fraternity shared with the Society in 
the cost of publication. 

In the foreword of the Manual it 
is stated that being “Mindful of the 
importance of equipment in the treat- 
ment and education of the cerebral 
palsied” and “because much special 
equipment must be designed to meet 
a person's special handicap’ it was 
felt that a manual of this type would 
fill a great need 

Each person concerned with the 
education, treatment, or general care 
of the cerebral palsied is constantly 
seeking adaptations of conventional 
pieces of equipment and toys, or 
special types of equipment, and is 
eager for suggestions for new equip- 
ment which will be useful. Not only 
does this manual show the pictures 
of the equipment and tell of the in- 
dications for varieties of, or special, 
uses, but it also gives detailed plans 
for construction of each piece of 
equipment 

Plans for much of the equipment 
described are simple in design and 
can be readily constructed in the 
home 

There has long been a need for a 
manual of this type and it will be 





Vol. 31, No. 8 


found useful by parents; teachers; 
physical, occupational, and speech 
therapists; and others concerned with 
the care of the cerebral palsied. The 
manual should be in the library of 
schools and departments of physical 
therapy as it will prove to be a con- 
stant source of reference 

Reviewed by Dorotuy E. BAETHKE, 
Director, Division of Physical Ther- 
apy, University of Pennsylvania 


Speech Habilitation in Cerebral 
Palsy. By Marion T. Cass, Ph.D., 
Instructor in Speech Science, College 
of Physicians and Surgeons, Colum- 
bia University: cerebral palsy thera- 
pist in association with Winthrop M 
Phelps, M.D. Hard cover, price $3.00 
Columbia University Press, 1951 

All professional personnel work- 
ing with the cerebral palsied would 
profit by reading this book, for Dr 
Cass has concerned herself with the 
total problem of the cerebral palsied 
child and has not kept within the 
confines of the segmented specialty 
of speech technics and methodology. 

The book is concise, beautifully 
organized, in textbook form, and 
therefore is easily read and compre- 
hended. 

The actual speech technics are 
prefaced by some etiological points 
directly concerned with cerebral 
palsy, such as some of the develop- 
mental anomalies of the anoxemias 
and their possible residual effects 

In her discourse on motor reeduca- 
tional therapy, Dr. Cass has out- 
lined clearly and in sequence the 
actual steps one must take in plan- 
ning muscular reeducational therapy. 
She not only presents a theory, but 
she tells how to proceed in its appli- 
cation. These careful directions are 
fortified by reviewing, physiologi- 
cally, the special sensory, somatic 
motor, and visceral mixed nerves. 

The methodology of the primary 
movements of articulatory mechan- 
isms is presented in tabulated form 
which is readily followed. She ex- 
plains why teaching sounds to a 
child with cerebral palsy is not the 
same as teaching those sounds to a 
normal child 

The chapter on “Educational Prob- 
lems” is particularly good, and it 
attests a deep and clear understand- 
ing of the over-all multi-problems 
of cerebral palsy as related to the 
area of education for these children. 

Dr. Cass points out that mentality 
and speech are a part of the inte- 
grated whole in the medical-psycho- 
sociological problem. She speaks 
authoritatively with relation to the 
problems which the well-trained 
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school teacher faces in giving guid- 
ance to the child handicapped by 
cerebral palsy, and mentions some of 
the clinical entities found with these 
children, such as visual handicaps, 
involuntary motion, primary incoor- 
dination, to mention but a few. Dr 
Cass correlates these with the class- 
room situation in relation to con- 
centration, speech, and classroom 
performance. She summarizes this 
chapter by giving four proposals 
for an adequate educational plan in 
the public schools, which are most 
commendable 

The Appendix contains a very 
interesting test which Dr. Cass 
established to determine the main 
muscle groups for speech and what 
actions the groups perform. The 
test was administered to one hundred 
cerebral palsied children who met 
certain standards which are carefully 
outlined. The references and bibli- 
ography are voluminous and well 
chosen. 

The reviewer feels that there is 

a great deal of valuable, concise, and 
authoritative information presented 
in this book, of interest not only to 
speech therapists but to all other 
professional workers in the field of 
cerebral palsy as well. 
Reviewed by MARGUERITE ABBOTT, 
O.T.R., Executive Director, The Co- 
¢ rdinating Council for Cerebral Palsy 
in New York City, Inc 


Annual Review of Physiology. 
Volume XIIL Edited by Victor E 


Hall, Jefferson M. Crismon, Arthur 
C. Giese, Stanford University. Cloth; 
price, $6.00 pp 457 Published by 
Annual Review's, Inc. and The Amer 
ican Physiological Society. Annual 
Reviews, Inc., Stanford, California, 
1951 

The publication of the Annual Re- 
view of Physiology is an annual event 
of major importance to all those 
interested in physiology, both in its 
theoretical and applied form, and 
the present volume is no exception 
to the rule. While not all articles 
are of importance to the physical 
therapist, many of the review articles 
in this journal are of extreme im- 
portance to physical medicine. There 
is an excellent article on the physio- 
logical effects of heat and cold by 
Grant of Stanford University, and an 
equally superior one by Wakim, 
from the Mayo Clinic, on peripheral 
circulation. 

The article by Moruzzi on somatic 
functions of the nervous system is 
one that no physical therapist should 
miss. It contains an excellent discus- 
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sion of the newer aspects of spinal 
cord reflex mechanisms and_ their 
part in the development of motor 
function. Also, it has a good deal of 
the European literature in it, which 
is not always available 

The article that probably makes 
this volume of the Annual Revieu 
of Physiology most valuable is a re- 
view on recent developments in 
muscle physiology by D. K. and 
A. V. Hill. This article contains a 
critical analysis of recent contro- 
versial points in the field of physiol- 
ogy of muscle, and, as one would ex- 
pect from the laboratory from which 
most of modern muscle physiology 
has originated, it is an extremely 
valuable analysis of some of the 
problems, particularly timely in the 
rapid development of this section of 
physiology 

Another article that has attempted 
to analyze trends is the article by 
Bullock on conduction and transmis- 
sion of nerve impulses. In it the 
author makes the statement, “Salta- 
tory conduction in nodal fibers is 
directly demonstrated after years of 
doubt and denials.” Many of us who 
have read the original article on 
which this conclusion is based will 
by no means agree that the data 
presented in this article is at all 
conclusive. There are other state- 
ments in this review which tend to 
make one believe that some questions 
in physiology of nerve and transmis- 
sion have been completely solved 
There again the critical: reader who 
is familiar with the original litera- 
ture will, im many instances, not 
share this enthusiasm. While these 
points have been under active in- 
vestigation in recent years, a careful 
reading of the original literature 
shows that many of the conclusions 
are still open to a great number of 
objections 

The 


smaller 


review this year appears in 
print than usual. To this 
reviewer, at least, this is not an ad- 
vantage, particularly in a book that 
reviews the literature. Larger print is 
important if one wants to find a cer- 
tain reference rapidly. While it is 
understandable from an economic 
standpoint that this may have been 
necessary, it is to be hoped that in 
subsequent issues of the annual re- 
view, the publishers will find it pos- 
sible to return to the original print 
type which always had the advantage 
of very easy readability. 

Reviewed by H. D. Bouman, M.D., 
Professor of Physical Medicine, Uni- 
versity of Wisconsin Medical School 
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SCHOOLS OF PHYSICAL THERAPY 


Approved by the Council on Medical Education and Hospitals of the American Medical Association 
Graduates of these schools are eligible for membership in the American Physical Therapy Association 


Name and Location of School 


CALIFORNIA 

‘Childrens Hospital Society, Los Angeles 
(in affiliation with University of Cali- 
fornia, Los Angeles) 


College of Medical Evangelists, Loma 


1Univ. of So. California, Los Angeles 


Univ. of California Medical School, San 
Francisco 


Stanford Univ., Palo Alto 


COLORADO 
‘Univ. of Colorado Medical Center, Den- 
ver faite 


ILLINOIS 


Northwestern Univ. 
cago 


Medical School, Chi- 


IOWA 
1Univ. of Lowa, lowa City 


KANSAS 
'Univ. of Kansas School of samme 
Kansas City 


MASSACHUSETTS 
Bouve-Boston School of Physical Edu. 


Medical Director Length 
of 


Entrance 


an 
Technical Director Requirements Course 


14 mo 
4 yrs 


Samuel S. Mathews, M.D. a5-b3-d-e 
Sarah S. Rogers a 


15 mo 
4 yrs 


F. B. Moor, M.D. 
R. Wm. Berdan 


14 mo 
4 yrs 


Charles L. Lowman, M.D. 
Charlotte W. Anderson 


12 mo 
4 yrs 


Lucile M. Eising, M.D. 
Margery Wagner 


12 mo 
4 yrs 


Wm. Northway, M.D. 
Lucille Daniels g 


12 mo 
4 yrs 


Harold Dinken, M.D. 
Mary Lawrence a 


12 mo 


Emil D. W. Hauser, M.D. 
Gertrude Beard 


a-b3.d-e 


W. D. Paul, M.D. 
Olive C. Farr 


Donald L. Rose, M.D. 
Ruth Monteith 


} ee Moore, M.D. 





cation, in affiliation with Tufts College, 


e K. Greene 





Medford 55 


Simmons College, Boston 


Boston Univ.-College of Physical Educa- 
tion for Women, Sargent, Cambridge 

MINNESOTA 

'Univ. of Minnesota, Minneapolis 

'Mayo Clinic, Rochester 

MISSOURI 

Ww = Univ. 


. Louis 


- Louis Univ. School of bamwasene St. 


School of Medicine, 


(Wm. T. Green, M.D. 
)Arthur L. Watkins, M.D . 
Shirley Cogland 


Kenneth Christophe, M.D. a-b-d-e 
Adelaide McGarrett f-g4 


16 mo 
4\% yrs 


12 mo 
2 or 4 yrs 


Frederic J. Kottke, M.D. 
Ruby M. Green 


Earl C. Elkins, M.D. 
Harry Keown 


d-f-g4 2 yrs 


a-b-c-d-e 2 yrs 


Sedgwick Mead, M.D. . f-gt 
Beatrice F. Schulz 


A. J. Kotkis, M.D. 0... f-g4 
Sr. Mary Imelda 


2 or 4 yrs 


Sept 


Sept 


Certificate. 
Degree. or 
Diploma 


Certificate 
Degree 


Certificate 
Degree 


Certificate 
Degree & Cert. 


Certificate 
gree 


Certificate 
Jegree 


Certificate 


Degree 


Certificate 


Certificate 
Degree 


Degree 


Certificate 
Degree 


Certificate 


Degree 


Certificate 


Degree 


2or4 yrs Jan-Sept Degree 
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Medical Director Length r Certificate, 
Name and Location of School and Entrance of Degree, or 


Technical Director Requirements Course 5 Diploma 
NEW YORK 


Albany Hospital, Albany John W. Ghormley, M.D. a-b-d-e 12 mo Certificate 
(in affiliation with Russell Sage Col- Catherine Graham at 4 yrs Degree 
lege, Troy) . 


‘Columbia Univ., New York Wm. B. Snow, M.D. a-b3-e 12 mo Certificate 

Floy Pinkerton . f 2 yrs Degree 

“~~ York Univ., School of Education, George G. Deaver, M.D. a’.b3-d-e 12 mo Certificate 
New York Suihlaediites 


Elizabeth C. Addoms gt tye Degree 


NORTH CAROLINA 


'Duke Univ., School of Medicine, Durham Lenox Baker, M.D. oh -b3- 15 mo 
Helen Kaiser 


' Certificate 


OHIO 
'Cleveland Clinic, Cleveland S. G. Gamble, M.D. - 12 mo 


Mildred Heap 


Certificate 


PENNSYLVANIA 
1D. T. Watson School of repeeninn, Jessie Wright, M.D. a 12 mo 
Leetsdale Kathryn Kelley 


'Univ. of Pa. School of Auxiliary Med. George M. Piersol, M.D. 12 mo 
Serv., Division of —— owenncesa Dorothy Baethke 4 yrs 
Philadelphia 

TEXAS 


‘Hermann Hospital, Houston 


Diploma 


Certificate 
Cert. & Degree 


Oscar O. Selke, Jr., M.D. 
Mary Elizabeth Kolb 


Univ. of Texas School of ein, Gal- G. W. N. Eggers, M.D. Certificate 
veston Ruby Decker d Degree 


VIRGINIA 


‘Med. College of Va., Baruch Center of Walter J. Lee, M.D. Diploma 
Phys. Med., Richmond (in affiliation Susanne Hirt , ’ Degree 
with Richmond Prof. Inst.) 


WISCONSIN 
1Univ. of Wisconsin Med. School, Madison Harry D. Bouman, M.D. . Sept Certificate 
Margaret Kohli Sept- Feb Cert. & Degree 


Certificate 


U. S. ARMY MEDICAL SERVICE 
(a) Medical Field Service School, Brooke Charles D. Shields, 
Army Medical Center, San was Lt. Col., M.C. 
Texas, and Agnes P. Snyder, 
Major, WMSC 
Fitzsimons Army Hospital, Denver, H. B. Luscombe, 
Colorado Col., M.C. 
Harriet S. Lee, 
Major, WMSC 
Walter Reed Army Hospital, Wash- John EH. Kuitert, 
ington, D. C. Lt. Col., M.C. 
Brunetta Kuehlthau, 
Major, WMSC 


122, Mar-Sept Certificate 


Completion of Medical Field Service School 


Completion of Medical Field Service School 


Letterman Army Hospital, San Fran- 
cisco Emma T. Harr, 


Major, WMSC 


Completion of Medical Field Service School 


Entrance Requirements Footnotes 


FOR ONE-YEAR COURSE 
a = Graduation from accredited school of nursing. 


b = Baccalaureate degree with major 4n physical education. 


¢ = Two years of college with science courses. 
d = Three years of college with science courses. 


e = Baccalaureate degree with required science courses. 


FOR TWO-YEAR COURSE 
f = Two years of college with science courses. 
FOR FOUR-YEAR COURSE 
g = High school graduation. 


1Male students admitted. 


712 months’ course includes training at the Medical Field 
Service School and Fitzsimons or Walter Reed Army Hos 
pitals. Apply directly to the Surgeon General, Department of 
the Army, Washington 25, D. C. 

Additional college science credits required. 


*Advanced standing students accepted. 


Please address initial correspondence to the School of Physical Therapy in the 
institutions listed. Tuition and fees will vary from school to school. 





THE PHYSICAL 


THERAPY REVIEW 


Classified WANT-ADS 


WANTED IMMEDIATELY: Qualified physical thera 
pist for Physical Medicine Department at Mercy Hospi 
tal, San Diego 3, California 


WANTED: Qualified physical therapist for large private 
clinic in Seattle. To chief physical therapist and 
handle general orthopedic and medical patients. For 
further details write John A. Dare, Manager, The 
Mason Clinic, 1115 Terry Ave., Seattle 1, Wash 


assist 


WANTED 
physical 
center 


director of 
cerebral palsy 


Experienced physical therapist, 

therapy, outpatient pre-school 
Good salary, 5-day week, month's vacation, all 
holidays. For further information write Cerebral Palsy 
Center, Auburn Ave. & Wellington Pl., Cincinnati 19, 
Ohio 


WANTED 
ence given to 
offers 


their hy mes 


Physical therapists with experience. Prefer 
nursing background. Agency program 
under medical prescription to patients in 
includes care of early sub-acute poliomyeli 
and provides supervised experience oppor 
tunity for physical therapy students. Salary dependent on 
education and experience. Five-day week. Liberal holiday, 
vacation, and sick leave allowance. Near two approved 
physical therapy; university facilities avail- 
ible locally for educational plans. Immediate placement 
Write to Ruth E. TeLinde, Executive Director, Visiting 
Nurse Association, 1038 North Cass Street, Milwaukee, 
Wisconsin 


service 


patients ; 


schools of 


WANTED: Two (2) female physical therapists, quali 
fied, for large teaching general hospital with progressive 
Physical Medicine and Rehabilitation Department, treat 
ing all types of patients, both children and adults. Living 
facilities near hospital. For further information write 
Thomas F. Hines, M.D., Director, Physical Medicine and 
Rehabilitation, P.O. Box 1001, New Haven, Conn 


WANTED: Qualified physical therapist for County Hos- 


Civil service benefts. Write 
Office, 236 Third St., San Ber- 


salary 
Service 


Excellent 
Civil 
nardino, Calif 


pital 
County 


WANTED: Qualified physical therapist to organize a 
department in Rehabilitation Center, good salary, work 
ing conditions; in progressive city in California. Write 
Louise Burton, 1607 Oxford Way, Stockton 4, California 


WANTED—Woman physical therapist with car to vork 
with State Crippled Children’s Service. Must be graduate 
of approved school with at least one year's experience 
Above average salary scale, travel allowance, sick leave, 
vacation, retirement. Write J. E. Waddill, Personnel 
Officer, Idaho State Department of Public Health, Box 
640, Boise, Idaho 

PHYSICAL THERAPIST—Male 
willing to take training, in cerebral palsy work. Work 
with children in state-financed training center. Salary 
dependent on qualifications and experience. Write: Di- 
rector, Oklahoma Cerebral Palsy Institute, P.O. Box 311, 
Norman, Oklahoma 


or female, trained, or 


W ANTED— Qualified physical therapists in well-equipped 
Rehabilitation Center, General Hospital with diversified 
work of all types. Top beginning salary graded accord- 
ing to experience. Paid vacation and sick leave. Write 
immediately Robt. B. Wallace, M.D., Dir., Dept. of 
Phys. Med. and Rehab., Baton Rouge General Hospital. 
3600 Florida St., Baton Rouge, La 


WANTED: Qualified physical therapist. Work in grow- 
ing rehabilitation center. Attractive hours and salary 
open. State qualifications and salary; write Roy E. Patton, 
Executive Director, Crossroads Rehabilitation Center, 
3001 North New Jersey, Indianapolis, Ind 


PHYSICAL THERAPIST—Able to take charge of de- 
partment. 170-bed hospital near Detroit. Maintenance 
available in Nurses’ Home. Wyandotte General Hospital, 
Wyandotte, Mich 


WANTED: Qualified physical therapist assistant. 
eral hospital. New hospital under construction. Salary 
open. Write: Miss E. Snow, P.T. Dept., Rockford 
Memorial Hospital, Rockford, Ill. 


Gen- 





RATES 


The rate per insertion is 75c per line. Typewrite 
your advertisement carefully and count 50 char- 
acters and spaces per line 


ALL WANT-ADS MUST BE PAID FOR IN AD- 
VANCE. Make checks or money orders payable to 
the American Physical Therapy Association. 


Institutions or physical therapists who do not 
wish their identity known may arrange for Blind 
Ad Code No. All such want-ads must include the 
following which will be counted as 2 lines: 

Address replies to care of 
The Physical Lite <4 Review, 1790 Broad- 
way, New York 19, N. Y. 


It is requested that Qovast tive adjectives be used 
instead of actual figures when referring to salary 





IMPORTANT 


It is understood and agreed that the publisher 
shall have the right to reject or change the word- 
ing of any advertisement which in the opinion of 
the Editorial Board shall not be in agreement with 
the ethical standing of this publication; the ad- 
vertiser agreeing that the Editorial Commitee shall 
be the sole and exclusive judge of the acceptance 
of any advertisement 


DEAD LINE 


Copy for want-ads must be submitted to the 
American Physical Therapy Association by the Ist 
of the month PRECEDING MONTH OF ISSUE. 











Minnesota 

President, Hazelle M. Erickson, 3416 Fifth Ave 
S., Minneapolis 

Secretary, Annette Larson, 177 Leavenworth St., 
St. Paul 11 

Southern Minnesota: 

President, Esther Swartz, 15 12 Ave, N.W., 
Rochester 

Secretary, Frances Abendroth, 802 4 St., S.W., 
Rochester 

Missouri 

Eastern Missouri: 

President, Lorraine Lake, 5534 Cates Ave., St 
Louis 12, Mo. 

Secretary, Mrs. Ruth Benz, 2919 Forrest Dr., 
Alton, Ill. 

Western Missouri: 

President, LaVerne McNabb, 610 Orient Dr., 
Kansas City, Kans 

Secretary, Mrs. Gloria Morton, 148 Pawnee, Law- 
rence, Kans. 


Montana 
President to be appointed. 
Secretary, Dora Dykins, 214 Hawthorne Ave., 
Lewistown 
Nebraska 
President, Mrs. Mary Lindball, 3604 Grant St., 
Omaha 
Secretary, Mrs. Betty Soder, 611 N. 42 St., Omaha 


New Hampshire 
President, Ruth Murray, River Rd., Penacook 
Secretary, Mary Bullock, R.F.D.# 4, Concord 


New Jersey 
President, Marie Heghinian, 307 Fairmount Ave., 
Jersey City 6 
Secretary, Jean Smith, 294 Montgomery St., 
Bloomfield 
New Mexico 
President, Mrs. Fern G. Livingston, Los Alamos 
Hosp., Los Alamos 
Secretary, Hilda Voetberg, 58 S. Federal PI., 
Santa Fe 
New York 
Central New York: 
President, Donald McCuen, 101 Downing Rd., 
DeWitt 
Secretary-Treasurer, Thelma Gwilt, 106 E. Beard 
Ave., Syracuse 
Eastern New York: 
President, Elizabeth Ammerman, 1168 Glenwood 
Blvd., Schenectady 8 
Secretary, Betty Nichols, 30 Front St., Schenectady 
New York Chapter: 
President, Elizabeth Addoms, 1 Clark St., Brook- 
lyn 2 
Secretary, Stacy Psychoyos, 616 E. 26 St., Brook- 
lyn 10 
Western New York: 
President, Verona Blair, 34 Milton St., Williams- 
ville 21 
Secretary, Martha Morrow, P.T. Dept., Strong 
Mem’! Hosp., Rochester 
Ohio 
President, Sarah Martz, V.A., Cuyahoga Bldg., 
Cleveland 14 
Secretary, Lucy Jones, Crile V.A. Hospital, Cleve- 
lan 
Oklahoma 
President, Mary E. Rexroad, 1423 N.W. 28 
Okla. Ci 
Secretary, Stella Spaulding, 6500 E. 11 St., Tulsa 


Oregon 
President, Mercedes Weiss, 2134 S.E. 57 Ave., 
Portland 
Secretary, Elizabeth Fellows, 1535 S.W. 11 Ave., 
Portland Rehab. Center, Portland 


Pennsylvania 
President, Bessie D. Johnson, 2 E. Mercer Ave., 
Havertown 
Secretary, Helen F. Snelbaker, 1311 Finance Bldg., 
Philadelphia 2 
Western Pennsylvania: 
President, R. Lewis Brown, 37 Florence PIl., Pitts- 
burgh 28 
Secretary, Martha Wratney, 1317 Iten St., Pitts- 
burgh 12 
Puerto Rico 
President, Priscilla Jusino, 204 Rossi St., Reparto 
Baldrich, Hato Rey 
Secretary, Alice Torres-Bulls, Box 1927, San Juan 


Rhode Island 
President, Helen Babcock, 12 Portland St., Provi- 
dence 
Secretary, Frances Roots, 81 Brown St., Provi- 
dence 6 
South Dakota 
President, Carol Spensley, c/o P.T. Dept., Royal 
C. Johnson Mem’! Hosp., Sioux Falls 
Secretary, Katharine J. Gale, 222 N. Grange, 
Sioux Falls 
Tennessee 
President, Deborah Kinsman, 3608 Brighton Rd., 
Nashville 
Secretary, Mrs. Helen T. Nail, State Health Dept., 
420 6 Ave. N., Nashville 


Territory of Hawaii 
President, Paula Sorg, Board of Health, Bureau of 
Crippled Children, Honolulu 1 
Secretary, Dorothy Nagano, 103 Ala Kimo Dr., 
Honolulu 17 
Texas 
President, Martha Schmalenbeck, Gonzales Warm 
Springs Foundation, Gonzales 
Secretary, Gladys Pauline Swayze, 827 Rutland, 
Houston 7 
Utah 
President, Robert G. Green, 981 S. 10 E. St., Salt 
Lake City 
Secretary, Mrs. Johnell Yurka, 2623 Alden, Salt 
Lake City 


Vermont 
President, Margaret Corbin, Mary Fletcher Hosp., 
Burlington 
Secretary, Veronica Cullinan, 159 S. Union St., 
Burlington 
Virginia 
President, Susanne Hirt, P.T. School, Med. Col- 
lege of Va., Richmond 
Secretary, Sarah Jean Smith, 3107 Stonewall Ave., 
Richmond 
Washington 
President, Carolyn Bowen, 8623 41 St., S.W., 
Seattle 6 
Secretary, Alice Goodman, 5224 41 Ave., S.W., 
Seattle 6 


West Virginia 
President, Mrs. Marguerite C. Rukse, Box 85, Am- 
herstdale 
Secretary, Mrs. Georgia Traub, Morris Memorial 
Hospital, Milton 


Wisconsin 
President, Norma M. Grundemann, 3617 N. 13 
St., Milwaukee 6 
Secretary, Alice Butler, 1013 E. Knapp St., Mil- 
waukee 2 








Chaplen Directory 





Alabama 
President, George Beni Arnold, 121 S. Ann St., 
Mobile 20 
Secretary, Ethel Mae Norton, 726 S. 34 St., Birm- 
ingham 
Arizona 
President, Mrs. A. Muriel W. Weber, 2404 E 
Piccadilly Rd., Phoenix 
Secretary, Mrs. June E. Walker, 1838 N. 37 PI., 
N.E., Phoenix 


Arkansas 
President, Geraldine Larson, 2112 Riverview, Lit- 
tle Rock 
Secretary, Ewing Guthrie, 314 N. Spruce, Little 
Rock 
California 
Northern California: 
President, Maxine Schuldt, 1680 Missien St., San 
Francisco 
Secretary, Margaret Bertolli, 1257 10 Ave., San 
Francisco 22 
Santa Barbara: 
President, Mrs. Rhoda Roberts, 111 James St., 
Oxnard 
Secretary, Mary Isham, 1734 State St., Santa 
Barbara 
Southern California: 
President, Mrs. Roxie Morris, 9616 San Gabriel 
St., South Gate 
Secretary, Mrs. Mary Dodge, 11225 Ivy PI., Los 
Angeles 34 
Carolina 
President, Marguerite Watkins, P.T. Dept., Co- 
lumbia Hosp. of Richland Co., Columbia 59, 
& € 
Secretary, Mrs. Sally Lowe, Rex Hosp., Raleigh, 


Colorado 
President, Katharine Chilcote, V.A. Hosp., Ft 
Logan 
Secretary, Virginia Vickers, 756 Colorado Blvd., 
Denver 
Connecticut 
President, Herbert Jones, Hosp. for Chronic IIl- 
ness, Rocky Hill 
Secretary, Victoria Preitner, Hosp. for Chronic 
Illness, Rocky Hill 


Delaware 
President, Jean Wiley, 42 Hurst Rd., Deerhurst, 
Wilmington 
Secretary, Mary L. McCarthy, 101 Rodney Rd., 
Dover 
District of Columbia 
President, Dorothy E. Voss, 107 Thor Dr., Rte. 1, 
Falls Church, Va. 
Secretary, Dorothy Barnhart, 918 18 St., N.W., 
Washington 
Florida 
President, Mrs. Audrey C. Lester, 300 Royal Palm 
Way, Palm Beach 
Secretary, Mrs. John Hedrick, 2986 S.W. First 
St., Miami 35 


Georgia 
President, Mrs. Hazel Stephens, Warm Springs 
Found., Warm Springs 
Secretary, Genevieve Collins, Warm Springs 
Found., Warm Springs 
Idaho 
President, Christine K. Kline, 1702 Jefferson St., 
Boise 
Secretary, Anna Sweeley, 1719 N. 18 St., Boise 
Illinois 
President, Jean Roland, 2301 W. Farwell Ave., 
Chicago 
Secretary, Beatrice Bozarth, 4206 N. Winchester 
Ave., Chicago 18 
Indiana 
President, Mrs. Patience Stom, 4625 Sunset Ave., 
Indianapolis 
Secretary, Nelda Johnson, 3001 N. New Jersey St., 
Crossroads Rehab. Center, Indianapolis 
Northern Indiana: 
President, J. Nelson Mosher, 918 Bellevue Ave., 
South Bend 
Secretary, Adeline Emmerling, South Bend Clinic, 
120 N. Lafayette Blvd., South Bend 
lowa 
President, Charlotte Vasey, 210 E. Davenport St., 
lowa City 
Secretary, Barbara Lee, Westlawn, Box 191, Iowa 


City 
Kansas 

President, Minerva W. Cheshire, 426 S. Green, 
Wichita 7 

Secretary, Mrs. Fern Parker, 1002 N. Ridgewood, 
Wichita 

Kentucky 

President, Eloise Draper, 2511 Concord Dr., 
Louisville 13 

Secretary, Mrs. Caroline Randolph, 146 Fenley 
Ave., Louisville 

Louisiana 

President, Helen H. Chatelain, 6436 Catina St., 
New Orleans 

Secretary, Audrey Ullman, Foundation Hosp., 
Jefferson Highway, New Orleans 20 

Maine 

President, Lois M. Burns, Hyde Mem’! Home, 
Bath 

Secretary, Rowena Walden, Me. Gen'l Hosp., 
Portland 


Maryland 
President, Dorothy Boynton, 219 Murdock Rd., 
Baltimore 12 
Secretary, Lois Phenicie, 3319 Westerwold Ave., 
Baltimore 18 


Massachusetts 

President, Virginia Greenwood, 23 Oxford Rd., 
Newton Center 

Secretary, Ruth Langley, 331 N. Main St., Ran- 
dolph 

Michigan 

President, Mabel Holton, W. A. Foote Mem’! 
Hosp., Jackson 

Secretary, Marjory W. Ketchum, 917 Leahy St., 
Muskegon Hgts. 





